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Symposium on Intracranial Complications of 
Diseases of the Ear and the Accessory Sinuses 
of the Nose* 





I 
Otitic Aspect 


@ Benjamin H. Shuster, M.D., Associate Professor of Neuro- 
otology, Graduate School of Medicine, University of Pennsyl- 
vania, Philadelphia, Pennsylvania 


N ALL diseases to which human beings are 

subject the thing feared most is death. It does 

not matter how long the illness may be pro- 
tracted or how great may be its severity, when one 
is reasonably assured of recovery the disease is 
borne heroically and often without complaint and 
sometimes with humor. Should the disease be one 
which ultimately terminates in death, regardless 
of whether it causes severe or only slight suffer- 
ing the anxiety is great and the patient as well as 
the physician frequently becomes panicky. 

Intracranial complications of otitic disease exact 
a rather high mortality and should such a condi- 
tion arise or its arrival is being expected excite- 
ment is the order of the day. The physician is not 
immune to this excitement and frequently begins to 
do things which upon calm deliberation would be 
postponed or not done at all. 

I have heard it said that a patient does not die 
as a result of a mastoid operation but does die 
because of a neglected mastoiditis. This would 
imply early and numerous mastoidectomies. While 
I may possibly subscribe to the truthfulness that 
neglect may be harmful I believe it is equally 
harmful and perhaps more dangerous to rush into 
early mastoid operations in hope of preventing in- 
tracranial complications. Of course, special cir- 
cumstances may exist calling for immediate action 
but ordinarily patients do better when inflamma- 
tions in the mastoid are permitted to localize be- 
fore the operation. Frequently while waiting for 
localization operations are avoided as all cases of 
mastoiditis are not surgical; in fact, few of them 
are. 

Insofar as the most common complications of the 
ear are concerned the neurosurgeons emphasize the 
necessity of waiting in cases of brain abscess, and 
lateral sinus thrombosis is not a condition which 
demands operation in the small hours of the night. 
It is doubtful whether an early operation on a mas- 
toid will prevent sinus thrombosis as most of these 
cases seem to appear some time after a mastoid- 
ectomy has already been done or the patient ar- 
tives with his condition already present giving a 
history of a rather short otitic illness. The most 
dreaded of all intracranial complications is men- 
ingitis. It is also doubtful whether or not early op- 
erations on the mastoid will prevent this condi- 
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tion. It seems to come from nowhere and as fre- 
quently in early operated cases as in cases where 
operation has been delayed. Its early appearance 
makes one believe that it probably arrives simul- 
taneously with the onset of the ear condition and 
that the type of infection is responsible for it. 
Some time ago I read an excellent article by Dr. 
Wood of St. Louis in which he gives a good de- 
scription of early signs of intracranial complica- 
tions in otitis media and in referring to meningitis 
he concludes that with all of his knowledge of these 
early signs he had not been able to save the lives 
of any of his patients stricken with this disease. 
The somewhat hopeless situation encountered in 
these conditions is probably not explained on the 
ground of lack of immediate attention but rather 
because of the type of infection and its pathology, 
which has not yet been mastered. 

In spite of the gloomy outlook for the prevention 
of intracranial complications, proper surgical meas- 
ures which are indicated are necessary for the suc- 
cessful treatment of these conditions. Timely meas- 
ures to a certain extent may even prevent com- 
plications. What I have said does not mean to 
decry properly timed surgery but my objections 
are registered against rapid and useless interven- 
tion, using the word prevention as an excuse for it. 

An intelligent understanding of the signs and 
symptoms and of the course of these complications 
is necessary for the proper management of these 
cases. It is the purpose of this discussion briefly to 
present a clinical evaluation of otitis media and 
mastoiditis in their relation to intracranial com- 
plications. 

e 


The first question which comes to mind is what 
are the possible intracranial complications of otitis 
media and mastoiditis and when must we become 
conscious or fearful of their appearance. The most 
dreaded condition because of its almost complete 
hopelessness is meningitis. This is not uncommon, 
and it takes a large toll of lives. The next and 
probably the first in order of frequency (between 
one and two per cent) is lateral sinus thrombosis. 
Other conditions which may occur are brain abscess 
(cerebral and cerebellar) and labyrinthitis. 

The question as to when we should begin to 
suspect complications depends, of course, on the 
signs and symptoms which present themselves. In 
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the management of these conditions the first thing 
which comes to my mind is the question as to 
whether the patient is suffering from an acute or 
chronic middle ear infection. If the infection is an 
acute one there is a challenge in my own mind 
whether any intracranial condition exists until all 
possible causes of the symptoms have been ex- 
cluded. Complications are more prone to follow 
chronic ear disease. If the patient is suffering from 
an acute exacerbation of a chronic middle ear or 
mastoid infection I again challenge in my own mind 
the existence of anything else but an intracranial 
condition until I am satisfied after proper medical 
consultation that there is something else to ex- 
plain the patient’s symptoms. The reason for this 
attitude is that about 85 per cent of brain abscesses 
occur in chronic otitis media. Labyrinthitis, men- 
ingitis, and sinus thrombosis are also more frequent 
complications of chronic otitis media with an acute 
exacerbation. 

At all times one must remember that there is a 
variation in the course of otitis media and mastoid 
disease. Depending on the type of infection and 
the season of the year when severe infections are 
common, the temperature as well as other symptoms 
may persist for a week or two after mastoidectomy 
and not abate immediately as they often do. 

There are a few cardinal signs which compel one 
to think of impending complications within the 
head. It may be only one sign or symptom which 
creates the suspicion. For that reason it is well to 
have those signs in mind and when the suspicion 
is aroused to analyze the patient for any further 
manifestation. To me this method of analysis has 
been most helpful. One hears of a diagnosis being 
made on intuition or a hunch. This, of course, is 
just so much talk. A plumber does not have any 
hunches or intuition on the diagnosis. of a medical 
condition any more than a doctor has in diagnosing 
a plumbing problem. Nor would a urologist get 
the right hunch in an otitic condition any more than 
an otologist would by intuition diagnose a urologic 
condition. The diagnoses made on hunches and in- 
tuition which I have observed were all based on 
some single sign which was stored away in a man’s 
consciousness either as a result of a previous ex- 
perience or from memorizing it. For that reason 
I like to start a diagnosis on a single outstanding 
sign and continue further analysis. This clarifies 
the so-called hunches and intuitions into distinct, 
palpable data. 


This method has another value, in that it does 
not necessarily require an expert to suspect condi- 
tions accurately. It also suits my purpose this eve- 
ning admirably, as this discussion is not intended 
for otologists particularly but rather for those who 
have occasion to care for otitic patients although 
not in a specialist’s capacity. Furthermore the sub- 
ject of detailed neurologic diagnosis has been as- 
signed to a neurologist in this symposium. 

The cardinal signs which suggest intracranial 
complications in the presence of otitis media or mas- 
toiditis are fever, headache, vertigo, vomiting and a 
change in the patient’s mental state, principally into 
one of depression. 

Fever may be caused by many factors, but when 
it suddenly jumps to a high degree, declining to 
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normal the next day and suddenly jumping up again 
it is suggestive of lateral sinus thrombosis. This is 
different from the usual postoperative elevation 
which tends gradually to decline within a week or 
ten days. The septic type of fever in sinus throm- 
bosis is usually accompanied by chills or chilly sen- 
sations and practically always there is a profuse 
sweating following the high peak of the fever. 
Other confirmative data in this condition are high 
leukocytosis, between 18 and 20 thousand, and a 
gradual decline in red cell count and hemoglobin. 
Frequently a positive blood culture—usually the 
Streptococcus hemolyticus—may help to establish 
the diagnosis. There are, of course, other details 
which help to formulate the diagnosis but those men- 
tioned are the outstanding ones. The greatest dan- 
ger of sinus thrombosis is the dissemination of in- 
fection to vital organs through the circulation or its 
extension to the cranium, causing meningitis or 
cerebellar abscess. 

When headache is the outstanding symptom men- 
ingitis should be suspected. This is particularly true 
when the headache is severe, generalized and persis- 
tent. In fact, when this symptom is absent during 
the patient’s illness for any length of time menin- 
gitis may be safely excluded even if other suspicious 
signs like exaggerated reflexes and ankle clonus are 
present. High fever practically always accompan- 
ies the headache. This should help to guard one 
from making a diagnosis of meningitis based on 
persistent localized pain in the region of the oper- 
ated mastoid which is probably neuralgic in nature. 
An individual intolerant to pain will complain bit- 
terly about these pains as headaches and cause the 
physician considerable worry. When there is a his- 
tory of a severe headache of short duration and then 
subsiding into a dull boring type brain abscess 
should be suspected. In meningitis the headache is 
persistent. It is the outstanding complaint of the 
patient. To confirm the diagnosis of meningitis, of 
course, other signs should be looked for and the 
final judgment is based on the examination of the 
spinal fluid. 

When vertigo suddenly appears with otitis media 
or during convalescence after a mastoidectomy 
either labyrinthitis or the beginning of a cerebellar 
abscess is suggested. This is particularly true if the 
infection is a chronic one. Vomiting is always an 
accompanying symptom and nystagmus is also pres- 
ent. The symptoms usually subside rapidly in laby- 
rinthitis but persist and become worse in cerebellar 
disease. Neurological data are, of course, necessary 
to establish the diagnosis of cerebellar abscess. 

One of the outstanding symptoms to suggest the 
presence of a brain abscess is a depressed mental 
state. There is a depression of all mental functions. 
There is a change in the patient’s character. Cere- 
bration is slow and it is difficult for the patient to 
sustain his attention on any one topic of conver- 
sation. He may appear not to answer some ques- 
tions and some time later give an answer as if he 
had just recalled the question. An alert mentality 
is certainly not consistent with a brain abscess, with 
its intracranial pressure. This symptom of mental 
depression is not a spectacular one. It appears 
gradually and is easily overlooked unless one thinks 
of it. The slow mentality can easily be blamed on 
change in the patient’s disposition due to illness. 
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When thought of and looked for localizing neuro- 
logical signs will soon assert themselves. 

There are some general signs which in the pres- 
ence of ear pathology become very significant. For 
instance, headache and vomiting may be an occa- 
sional episode in anyone’s life, but when they sud- 
denly appear together in the presence of an ear in- 
fection intracerebral infection is highly probable. 
Children do not often complain of headache but 
vomiting frequently occurs in their daily life, but 
severe headache in a child with an ear infection is 
a very suggestive sign of intracerebral infection. 
When this appears together with vomiting it is all 
the more significant. 

Convulsions in an adult with an ear infection is 
a serious symptom and some intracranial involve- 
ment is suggested. Young infants may have convul- 
sions as a result of some trivial cause. The mistake 
of considering a young child above the age of four 
or five in the same class should not be made. I once 
heard a case report of a child suffering from an 
otitis media brought into a hospital with a con- 
vulsion. The patient was about six years old. The 
convulsion was explained on the basis of a gastro- 
intestinal disturbance and a lumbar puncture was 
done to scientifically rule out meningitis. Shortly 
after the puncture the child died. Postmortem re- 
vealed a cerebellar abscess, the most frequent brain 
abscess found in children. The child was too old to 
pass over the convulsion with a gastro-intestinal ex- 
planation and a lumbar puncture is frequently the 
cause of death in a patient with cerebellar abscess, 
because following it the brain stem descends into 
the foramen magnum. So when convulsions appear 
- an otitic patient brain abscess should be thought 
of. 

Swelling suddenly appearing in the zygomatic 
region in a patient with a chronic ear’ infection 
should not be passed over lightly. I have seen about 
five such cases which turned out to be brain ab- 
scesses trying to cure themselves by breaking 
through the skull to the surface. These ‘abscesses 
are uSually superficial and do not give rise to symp- 
toms early and are easily overlooked. The tragedy 
of overlooking them is that they are usually ame- 
nable to surgical treatment and if left alone too long 
the force which causes the brain abscess to point 
outward may still continue and cause the abscess 
to perforate into the ventricles with a resultant 
mortality. 

Rhythmic thumping in a patient with acute otitis 
media should be looked upon with suspicion, if it 
persists more than two or three weeks. There are 
many such patients whose symptoms of mastoiditis 
are not sufficient to send them to bed. Most of them 
finally clear up and get well. Every now and then, 
however, after a patient thinks he is well following 
such a condition, he is stricken with meningitis and 
death. Therefore these patients should not be per- 
mitted to go on too long and it is safer to err on 
the side of mastoidectomy than to trust that they 
will get well without an operation. 


The treatment of brain abscess is surgical and 
will be considered by the neurosurgeon. The same 
is true of lateral sinus thrombosis once the diag- 
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nosis has been established. Surgery should be fol- 
lowed by blood transfusions, preferably from an 
immunized donor. Most drugs for intravenous 
medication are valueless. I thought that I had ob- 
tained beneficial results in some cases of strepto- 
coccus infection with the intravenous use of Pregl’s 
iodine. I also have seen nephritis following the in- 
travenous use of mercurochrome and discontinued 
its use. There are some differences of opinion as to 
the surgical technique which have been brought to 
the fore recently. These differences refer to the 
question of whether to ligate the internal jugular 
vein or not after the lateral sinus has been opened 
and drained. The objection to it is that it does not 
serve its purpose of shutting off the infection from 
the circulation as there are many other byways 
through which the infection may travel from the 
infected sinus into the circulation. Empirically, 
however, many outstanding otologists feel that the 
procedure is beneficial. Until this is settled satis- 
factorily we must bear in mind that the procedure 
of ligation when carried out with ordinary skill in- 
volves little but an incision in the neck and no great 
shock to the patient. So to use the words of Shake- 
speare “There is much Ado about Nothing”. 

The treatment of meningitis is the most hopeless 
of all procedures. All treatments offered, and there 
are many, claim a cure now and then. We must, 
therefore, suspect that the patients get well in spite 
of the treatment in many instances. The treatments 
offered are spinal drainage, frequent lumbar punc- 
tures, ligation of the internal or common carotid 
artery, intraspinal injection of medicaments, and 
intracarotid injection of drugs. Then there are more 
elaborate surgical procedures, such as unlocking the 
petrous pyramid, which is an extensive removal of 
bone, and opening the middle and posterior fossae. 
Operation on the petrous pyramid has also been 
suggested as a preventive of meningitis. All pro- 
ponents of the enumerated treatments, the mild as 
well as the severe, recommend their procedures in 
early meningitis if beneficial results are to be ex- 
pected. To my mind there is no early meningitis, 
although recently Kopetzky suggested the presence 
of an increase in lactic acid in the spinal fluid as an 
early sign. He feels that in this state the spinal fluid 
is more liquid and more amenable to treatment. 
Clinically, however, when the spinal fluid has been 
infected with organisms we have meningitis. We 
often see a patient well one day and dying from 
meningitis the next. There does not appear to be 
such a thing as an early stage and to employ some 
of the procedures mentioned on the basis of sus- 
picion or anticipation of meningitis is sometimes to 
bring on meningitis when it might not have come. 

One treatment recently recommended by Kubie 
based on experimental physiology seems logical and 
worthy of trial. It has the advantage of not being 
an elaborate surgical procedure which could cause 
damage and sounds logical from a physiological 
point of view. It consists of placing the patient in 
bed on a Bradford frame and draining his spinal 
fluid for varying lengths of time and at the same 
time slowly introducing into the blood stream a hy- 
potonic salt solution—half strength of normal salt. 
It is supposed to flood the brain with water which 
is constantly drained off through the lumbar punc- 
ture or cisternal puncture needle. No harm has been 
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reported from water-logging the brain as long as 
the fluid is constantly drained off. .The toxic ma- 
terial and organisms in the spinal fluid are sup- 
posed to be washed away by this drainage. 


Before concluding I feel that I ought to mention 
the condition, of petrositis. Not because of its fre- 
quency or its great importance but because it has 
been so well advertised that its misconception be- 
comes an inconvenience. It is an infection of a 
highly pneumatized mastoid and petrous bone with 
pus formation in the cells at the apex of the pyra- 
mid. The pneumatization can be demonstrated by 
x-ray and the other manifestations are a severe 
pain in the eye of the affected side and, if the pa- 
tient has recently had a mastoidectomy, a recur- 
rence of a profuse discharge. It is supposed to be 
a forerunner of meningitis unless treated surgically 
by draining the apex. The condition gives rise to 
the group of symptoms cited and has the signifi- 
cance, possibly, as mentioned. There is nothing 
more, Obscure temperatures and other problems 
in the course of an otitic illness cannot be ex- 
plained on this basis and therefore should be left 
out of consideration in these problems. As to 
whether the surgical procedure recommended in its 
treatment is the answer or not to the problem is not 
wholly agreed upon. It is argued that infection 
entered the tip and with a proper mastoidectomy it 
should also make its exit the same way. Many 
cases with the symptoms mentioned have heretofore 


and still are getting well without the mentioned 
surgical procedure, and meningitis has many more 
points of origin than the area referred to in this 
condition. The procedure in itself is simple enough. 
It consists of drilling an opening into the petrous 
apex with a fine drill to the depth of a quarter of 
an inch following a radical mastoidectomy. The 
objection is to doing a radical mastoidectomy and 
destroying the middle ear structures in an acute 
mastoiditis. The direction of the drill may easily be 
guessed wrongly with the possibilities of entering 
the carotid artery or the middle fossa, starting an 
infecting point for a meningitis. I have seen these 
points entered on cadavers when all due caution 
and care were taken. All of this is risked as a pos- 
sible preventive and in the face of what I have 
mentioned—that so many of these cases get well 
without this surgery. 


In conclusion I wish merely to emphasize the two 
or three points I wanted to bring out in this paper. 
It is apparent that no great detail could be ex- 
pected on any of the topics mentioned in the al- 
lotted time. I wished merely to point out the pos- 
sible things which can occur, when to suspect them, 
and, most important of all, to emphasize the need- 
lessness of rush and hurry when these conditions 
are suspected and that calm deliberation and not a 
panicky state of mind is the situation of choice. 


1930 Chestnut Street. 


Intracranial Complications of Rhinogenic Origin 





® George M. Coates, M.D., Professor of Otolaryngology, School 
of Medicine, University of Pennsylvania; Professor of 
Otorhinology, Graduate School of Medicine, University of 
Pennsylvania; and William Gordon, M.D., Instructor in 
Otolaryngology, School of Medicine, University of Pennsyl- 
vania; Instructor in Otology, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia, Pennsylvania. 


lining the nose and accessory nasal sinuses 

consists of ciliated columnar epithelium 
(respiratory epithelium), mucous glands, vascular 
erectile tissue, lymphatic vessels, and an elastic 
lamina propria. 

These structures perform a number of very im- 
portant functions. They warm, moisten and purify 
the inspired air, so that it may be properly prepared 
for optimum function when it diffuses in the alveoli 
of the lungs. They also serve as a mechanism for 
the protection, not only of the upper respiratory 
tract, including the ears, but also of the lower 
respiratory tract, the underlying bone of the nose, 
the paranasal sinuses, and the brain. 

The nasal cavity is said to harbor enormous 
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numbers of pathogenic micro-organisms, of vari- 
able strains and virulence. Nasal suppuration is 
common and yet, despite so much nasal suppuration 
and so little aural suppuration, the number of otitic 
brain abscesses is many times more numerous than 
those of nasal origin (900 adjacent middle fossa 
abscesses to 150 adjacent frontal lobe abscesses), 
as Eagleton tells us. 

Even when the protective mechanism of the 
nose is overcome, the protective mechanism of the 
brain tends to, limit the infectién by producing a 
pachymeningitis. Before a brain abscess can take 
place, it is obvious that many protective barriers 
must be overcome. 

It has been pointed out by Myers that every 
opening in the skull through which nerves make 
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their exit or blood vessels pass, either from within 
outward or without inward, constitutes a potential 
pathway for infection to enter the cranial cavity 
and that bacteria are able to pass through some 
openings more readily than others. He further 
added that, in 1896, Dreyfuss collected 19 cases 
of intracranial infection due to frontal sinus in- 
fection, whereas in 1908 Dreyfuss collected 88 
cases, of which 36 were abscess of the frontal lobe. 
Boenninghaus, in 1914, collected 87 cases of intra- 
cranial infections due to disease of the frontal 
sinus. 

In 1922, Eagleton reported 150 cases of frontal 
lobe abscess, 64 of which took their origin from 
the frontal sinus. 

R. H. Skillern and one of the writers added 
a series of 27 cases to the above, making a total 
of 91, which is about one-half of the 177 reported. 

Ersner and Pressman reported a case of frontal 
lobe abscess secondary to primary Vincent’s infec- 
tion. Frazier and Grant have included, in their re- 
cent series, 51 cases of brain abscess, of which 
21 were frontal lobe abscesses. 

These facts are presented in order to emphasize 
the concept that intracranial complications of rhino- 
genic origin are more common than is ordinarily 
considered. 

We have already mentioned the important pro- 
tective mechanisms of the nose and paranasal si- 
nuses, the purpose of which is to remove infection 
or prevent deeper ingress of infection; before in- 
tracerebral mischief takes place, it is necessary for 
all of these protective barriers, including the bones 
and the meningeal barrier, to be overcome (septic 
emboli excluded). 

Other pathways of infection, on an anatomical 
basis, have been demonstrated by eminent research 
workers in the fields of anatomy, pathology and 
surgery. Zwillinger conducted a fine piece of re- 
search, where, by injecting colored fluid in the 
perimeningeal lymph channels, he observed it flow- 
ing in the lymphatic channels of the frontal sinus 
mucous membrane. He concluded that the connec- 
tion between the perimeningeal vessels of the sub- 
dural and subarachnoid space with the lymph chan- 
nels of the frontal sinus is definite and certain. 

The intimate blood and lymph supply between 
the frontal sinus, the bone and the dura explains 
at once how a frontal sinusitis could lead to an 
intracranial involvement. 

Because of the rich vascularity of these struc- 
tures, infection may spread through the minute 
venous radicles. It has been emphasized repeatedly 
that the most likely pathway is by means of a retro- 
grade thrombophlebitis. 

The brain, as is well known, is the most highly 
specialized structure in the body, and any impair- 
ment of its optimum oxygen and nutritional sup- 
ply, or faulty elimination of its waste, will lead to 
definite damage, often irreparable. Infection fed 
to the brain leads to death. Any one of the acces- 
sory sinuses could be a factor in the etiology of 
cerebral involvement (the maxillary excepted, pos- 
sibly), but the frontal sinuses and the ethmoids 
are the most likely ones. 

The pathway of infection from a frontal sinus 
to the Geaia, anatomically, may be stated as fol- 
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lows: @ by continuity of tissue; b. infection along 
veins—a retrograde thrombophlebitis; c. a combin- 
ation of the two; d. by the perivascular lymph 
spaces; e. by infection of the diploic bone. In this 
connection it is well to bear in mind that infection 
may also pass up the perineural sheaths of the ol- 
factory filaments through the cribriform plate (Key 
and Retzius). 

Thrombosis of the cavernous sinus may arise 
from extension of inflammation along the facial 
and angular veins. Thus carbuncles or other in- 
fections of the upper lip, in the nasal vestibules, 
near the ala nasi, or in proximity to the external 
canthus of the eye may drain through the minute 
radicles and tributaries and carry the infection to 
the cavernous sinus (along the angular, facial and 
ophthalmic veins). This dangerous area has often 
been described as “the butterfly area of the face”. 

Osteomyelitis resulting from any rhinitic process 
may extend further and involve the dura and, 
through it, the cerebral tissue itself. This is espe- 
cially likely when an osteomyelitic process is present 
in the frontal bone. The intimate ‘nutritional rela- 
tionship existing between the diploe and the dura 
of the frontal bone should always be borne in mind. 
From the diploe, infection may be carried to the 
inner or outer table by means of the minute veins 
of Breschet and the finer tributaries, recently de- 
monstrated by O. V. Batson. 

Trauma, either direct or operative, may be a 
very important factor in the production of intra- 
cranial complications. The frontal lobe of the brain, 
because of its anatomical relationship, is easily 
traumatized. This lobe is the so-called “silent area” 
of the brain. It is attached to the dura by minute 
blood vessels. When trauma is inflicted, these ves- 
sels may rupture, producing minute hemorrhages 
in the pia and arachnoid. Furthermore, the nutri- 
tional vascular supply to the frontal lobe is apt to 
be disturbed, with serious changes in the cerebral 
tissue. The traumatized brain is also very suscepti- 
ble to infection. Micro-organisms gain a quick foot- 
hold in cerebral tissue that has been injured. A cer- 
tain amount of shock takes place in the brain cells, 
adding further insult to an already disorganized 
and devitalized structure. Furthermore, the trauma 
may have been suffered months or years before in- 
fection took place, it having, so to speak, prepared 
the way for the infection by permanently reducing 
the resistance of the brain tissue. 

Forcible curettage of the frontal sinus during 
an operation may break down the resistant bar- 
riers and transplant organisms which will ulti- 
mately lead to brain abscess. 

It is not unlikely that, where trauma is present, 
a certain degree of infection combines with it to 
bring on serious intracranial manifestations. 

Intranasal surgery, injudiciously performed, may 
sometimes produce serious intracranial complica- 
tions, ¢. g., meningitis. 

Eagleton tells us that by far the larger propor- 
tion of all cases of brain abscesses and meningitis 
are caused by the infective process traveling by 
way of an infective retrograde thrombophlebitis 
and not by direct extension of the suppurative 
process. 

The rich venous tributaries of the accessory nasal 
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sinuses drain somewhat differently. The maxilla- 
ries, ethmoids and sphenoids may be said to drain 
extracranially (down the pharyngeal veins in the 
neck), whereas the frontal sinus drains intracra- 
nially, as Zwillinger and others have shown. 

Regarding the method of surgical approach to 
an intracranial infection, the rhinologist has only 
one, namely, to go through the infected area. In 
the case of the frontal sinus, which we have used 
as an example because of its prominence as a cause 
of intracranial complications, the rhinologist cleans 
out the infected frontal sinus and then follows the 
path that the pathology has taken from that sinus 
to the brain in order to provide drainage. This pro- 
cedure is not applicable to intracranial infection 
having its origin in the sphenoid or ethmoid sinuses. 

PROPHYLAXIS AND TREATMENT 

A through and through understanding of rhi- 
nologic problems is the only hope of safeguarding 
against intracranial complications of rhinogenic ori- 
gin. This means an early and accurate diagnosis, 
and a concept of the problem in terms of anatomy, 
physiology and pathology. A careful history, ex- 
amination, and the utilization of suitable laboratory 
aids will, when properly correlated, be most help- 
— It is especially important to make the diagnosis 
early. 

Measures calculated to institute adequate aera- 
tion and drainage of all the accessory nasal sinuses 
are the best procedures in uncomplicated cases. 
Structural resections and attention to hypertrophies 
and hyperplasias will help other cases. Removal of 
infected tonsils and adenoids will be of benefit in a 
certain number of instances. Over-extensive sur- 
gery, such as the forcible curettage of underlying 
bone, unless definitely diseased, should be avoided. 
Infections on the upper lip or around the ala of the 
nose, and furuncles in the nasal vestibule, or any- 
where in the “butterfly area” of the face, should be 
left severely alone. They may be gently poulticed, 
but should never be squeezed, incised or curetted, be- 
cause of the serious possibility of cavernous sinus 
thrombophlebitis. This most serious complication 
may also originate in the sphenoid and posterior 
ethmoid cells and extend by continuity of tissue. 

When an osteomyelitic process has taken place, 
there are two methods of treatment: a. conserva- 
tive, b. operative. In the conservative method, all 
measures are used that will improve bodily resis- 
tance, nutrition and power. Good food, high caloric 
diet, sunshine, fresh air, ultraviolet and infra-red 
light, blood transfusions, vaccines, alteratives, etc., 
are employed without operative interference. The 
operative procedure aims to remove the infected 
and devitalized bone for a distance of about two 
inches beyond the osteomyelitic area. The general 
trend of opinion today is that this work should be 
from the clean to the infected area. 

It is important in studying a case of potential 
or actual intracranial complication of rhinogenic 
origin to have the closest cooperation between the 
rhinologist, ophthalmologist, neurologist, internist, 
neuro-otologist and neurosurgeon. The earlier the 
diagnosis is made and the proper measures insti- 
tuted, the more favorable is the prognosis, When 
severe headaches, vomiting, choked disc, indenta- 
tion of the visual fields, emaciation, subnormal 
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temperature, slow pulse, malaise and slow cere- 
bration are present, the case is a late one, and the 
cerebral pathology is, as a rule, extensive. 

The treatment of the intracranial complications 
will be dealt with-in more detail by the neurosur- 
geon on this program. 

From the rhinologic viewpoint, it need only be 
repeated that the original focus of infection—the 
sinus, should be drained, and the pathway of the 
pathology from the sinus to the brain traced in 
order to provide effective drainage. The rhinologist 
thus works through an infected area but he believes 
that it is essential for a cure that the causative 
factor, which is still operative, should be removed. 
This means cleaning out the diseased sinus mucosa, 
removing a necrotic, or even an apparently healthy, 
inner table, and search for a possible extradural 
abscess or pachymeningitis, which, if not discovered 
and drained, will most surely lead to serious danger. 

Regarding the methods of drainage, it is interest- 
ing to note the divergent opinion of the authori- 
ties. King prefers to allow complete herniation 
after making a large cranial defect over the ab- 
scess cavity, with removal of its cortical roof. Dandy 
simply taps the abscess with a ventricular needle 
till no more pus drains, when the needle is with- 
drawn and the cutaneous wound sutured tightly. 

Lemaitre, fearing. infection of the meningeal bar- 
rier, urges the surgeon to respect the preformed 
adhesions at the subarachnoid space if they are 
present, or to produce adhesions there, i. e., to wall 
off the subarachnoid space, if none exist. Cahill 


stresses the avenue of approach and method of 
drainage, and states that the more simply this is 


done, the better. He cautions the surgeon to respect 
the preformed adhesions. These adhesions may be 
made artificially, as Faunce has advocated and prac- 
ticed, by the use of the electrocoagulation needle 
on the dura two or three days before the brain 
is searched for the abscess. 

King again states that no one procedure will 
cure all brain abscesses, nor will all combined do 
so. The method to use depends upon the type of 
case present. 

Eagleton prefers an osteoplastic flap. Frazier and 
Grant, in a series of 51 cases of brain abscess, 21 
of which were frontal lobe abscesses, used a ra- 
tional technique. They endeavor to wait until en- 
capsulation of the abscess has taken place. They 
found in their experience that this usually takes 
about six weeks from the onset of the symptoms. 
Rubber drains are then very gently inserted into 
the abscess cavity when located and left in situ till 
the brain pushes them out. 

Politzer called attention to the value of menin- 
geal adhesions in limiting the infection and to the 
fact that older abscesses are always surrounded 
by a connective tissue capsule. 

On our services, we have aimed to secure good 
drainage in every case, to respect preformed men- 
ingeal adhesions, to avoid any unnecessary trauma 
to cerebral tissue, and to insert very gently iodo- 
form gauze drainage. We have been so gratified 
with the last that we have used it for several years. 
The postoperative treatment of these cases is in 
accordance with approved craniological principles. 


1721 Pine Street. 


MEDICAL TIMES ® OCTOBER, 1935 





III 


The Neurological Aspects of Intracranial 
Complications of the Ear and the Accessory 


Sinuses of the Nose 





@ Joseph C. Yaskin, M.D., Assistant Professor of Neurology, 
Graduate School of Medicine, University of Pennsylvania, 
Philadelphia, Pennsylvania 


accessory sinus disease are often puzzling 

and usually distressing. They consist of (1) 
meningitis, (2) the Gradenigo syndrome, (3) brain 
abscess, (4) facial palsy and 6th nerve palsy, (5) 
lateral sinus and cavernous sinus thrombosis. 


MENINGITIS 


Meningitis is a frequent complication of middle 
ear and mastoid disease and somewhat less fre- 
quently associated with sinus infections. The mode 
of invasion is either by continuity or contiguity and 
less frequently as a result of retrograde phlebitis 
or rupture of an old abscess, and by extension along 
the perineural and perivascular spaces. 

The meningitis may be localized, involving mostly 
the dura—a localized pachymeningitis manifested 
neurologically by localized pain, often worse at 
night and unaccompanied by evidences of a general 
meningitis. In the ordinary case localized menin- 
gitis is merely an extension of the osteomyelitis of 
the mastoid bone and is usually relieved by a clean 
dissection of the diseased bone. When the localized 
meningitis occurs at the tip of the petrosa there 
is involvement of the trifacial and abducens nerves, 
giving rise to pain in the face and paralysis of 
the external rectus muscle. This constitutes the 
Gradenigo syndrome which -until recent yeafs was 
regarded as.a relatively harmless complication us- 
ually followed by spontaneous recovery. Of recent 
years the occurrence of petrositis, in which we en- 
counter persistent pain back of the eye, often cor- 
neal anesthesia, paralysis of the external rectus, 
frequently x-ray evidences and systemic indications 
of extension of the bone pathology, makes one hes- 
itate and regard the Gradenigo syndrome with 
greater caution. Petrositis unless spontaneously re- 
solved or drained by operation may result in a fatal 
generalized meningitis. 

Meningitis may be generalized, when it is impor- 
tant to recognize two types: reactive or sympa- 
thetic, and bacterial. The reactive or sympathetic 
may follow a localized meningitis or may come on 
suddenly in the course of acute, subacute and 
chronic infections of the ear and paranasal sinuses. 
It is characterized by headache, vomiting, fever, 
rigidity of the neck, the Kernig and Brudzinski 
signs, absence of other neurological changes, in- 
crease in spinal fluid pressure, increase in cells vary- 
ing from 50 to several thousands with a predomi- 
nance after the 24 hours of lymphocytes. increase 
in protein, little or no reduction in sugar, and an 
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absence of micro-organisms on smear and culture. 
It is at once obvious that what is one day a sterile 
reactive meningitis becomes in practice very often 
the dreaded bacterial meningitis and the final 
diagnosis depends upon the course of the disease. 

Bacterial meningitis may occur in acute, subacute 
and chronic diseases of the ear and paranasal sin- 
uses. The clinical manifestations are too well known 
to call for repetition. Occasionally one meets with 
severe, overwhelming infections in which there is 
little or no rigidity of the neck or Kernig. These 
cases are often accompanied by loss of tendon re- 
flexes indicating the co-existence of an acute en- 
cephalitis. It is in these cases especially that the 
lumbar tap discloses the positive evidences of the 
invasion of the subarachnoidventricular system by 
organisms, viz., increase in pressure, pleocytosis 
with predominantly polymorphonuclear cells, in- 
crease in proteins, marked reduction or absence of 
sugar and the presence of micro-organisms on 
smear or culture. The outcome of a bacterial men- 
ingitis secondary to ear and sinus infection is us- 
usually fatal irrespective of the type of organism 
or of the methods of treatment. 

The existence of a meningitis in the presence 
of ear and sinus infections does not always mean 
that the latter are the cause of the meningitis. I 
have seen cases of tuberculous meningitis very 
likely not related to the coexisting ear infection. I 
have also seen meningococcic meningitis probably 
not related to the associated ear and sinus infec- 
tion. The differential diagnosis is obviously impor- 
tant as meningococcic meningitis can be managed 
satisfactorily with specific sera. 


BRAIN ABSCESS 


Brain abscess of ear and sinus origin may be 
single or multiple, and may result from the exten- 
sion of the infection by continuity or contiguity, 
or by retrograde phlebitis some distance from the 
original seat of the infection and rarely following 
meningitis. It may occur in the course of acute, 
subacute or chronic processes. The onset may be 
sudden or gradual and it may run an acute or a 
chronic course. Irrespective of origin, the manifes- 
tations of a brain abscess, as of those of any space- 
taking lesion in the brain, are of two types: general, 
i. €., those due to increased intracranial pressure, 
and focal. 

The general symptons include headache, which 
may be general or localized, constant or intermit- 
tent, in children often associated with sudden 
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screaming, even in deep sleep; vomiting, at times 
projectile; vertigo; papilledema; increased infra- 
spinal pressure; slow pulse and at times mental 
changes and convulsions. The severity of the indi- 
vidual symptons vary considerably and not all need 
be present in any case. I have seen fatal meningitis 
resulting from rupture of an abscess of many 
years’ duration producing intermittent severe head- 
aches. 

The focal signs depend upon the location of the 
abscess. In order of frequency the locations are the 
temporosphenoidal lobe, the cerebellum, the frontal 
lobe and the parietal lobe. 

The temporosphenoidal lobe abscess is the most 
common form in ear-mastoid disease. The two chief 
localizing signs of this region are aphasia and hemi- 
anoptic cuts in the visual fields. Aphasia occurs 
only in left-sided lesions in right-handed individ- 
uals (or vice versa). When present it is of im- 
mense diagnostic importance. The changes in the 
visual fields are present in lesions of either side. 
They are caused by pressure of the expanding mass 
on the visual fibres (Mayer’s loop) which course in 
relation to the inferior horn of the lateral ventri- 
cles on their way to the occipital lobe. A cut in the 
visual field may be the only localizing sign of a 
right sided temporosphenoidal lobe abscess in right- 
handed individuals. Early eye studies, before the 
patient becomes too ill for required cooperation, 
should be carried out in every case of suspected 
brain abscess. If the abscess attains considerable 
size other focal symptons due to encroachment of 
neighborhood structures may appear. These may 
be many but the most important is a contralateral 
lower facial palsy. 

The cerebellar abscess is next in frequency to the 
temporosphenoidal. Like other infratentorial space- 
taking lesions, it is apt to give rise to early and 
marked evidence of increased intracranial pres- 
sure. The focal signs depend upon the implication 
of the cerebellum and the structures of the cere- 
bellopontine angle. The cerebellar involvement is be- 
trayed by the tendency to fall to the side of the 
lesion, the incoordination evidenced in the finger- 
and-nose and knee-and-heel tests in the absence of 
motor weakness or of disturbances of deep sensa- 
tion. The implication of the cerebellopontine angle 
is manifested by homolateral peripheral facial 
palsy, by pain and sometimes hypo-esthesia in the 
distribution of the homolateral trigeminus, espe- 
cially corneal anesthesia, and less commonly by a 
homolateral external rectus palsy. Nystagmus is a 
prominent symptom and is best evaluated in these 
cases by the Barany tests, which give other impor- 
tant information. 

The frontal lobe abscess occurs most commonly 
in sinus disease but may occur in middle ear-mas- 
toid infections. It is apt to be more insidious in 
onset and chronic in duration. The evidences of in- 
creased intracranial pressure may be less marked 
or late in appearing. The focal signs are often in- 
distinct and difficult to evaluate. When the motor 
prerolandic area is implicated a gradually develop- 
ing contralateral hemiplegia, rarely with Jacksonian 
fits, makes the diagnosis easy. Left-sided lesions in 
right-handed individuals may be betrayed by an 
aphasia. When situated in the frontal pole one or 
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more of the following signs are suggestive: edema 
of the upper eyelid, homolateral- exophthalmos, 
anosmia, wisecracking and other mental changes. 
Perhaps the most valuable and quite frequent si 
is a slight but definite contralateral central facial 
palsy. As in other space-taking lesions, neighbor- 
hood signs develop when the lesion attains con- 
siderable size. 

Middle ear and sinus abscesses in other regions 
of the brain are infrequent, but parietal lesions 
have been encountered. The focal signs consist of 
contralateral hemianesthesia, especially of diminu- 
tion or loss of the sense of position and vibration. 
Astereognosis when present is of definite localizing 
value. In a case observed several years ago aste- 
reognosis was the only localizing sign although the 
patient also had a contralateral central facial palsy. 

In general when a brain abscess is suspected the 
following routine of investigations should be car- 
ried out in each case. There should be repeated and 
complete eye examinations including acuity of 
vision, fundus study and perimetry. Each case 
should have a minimum x-ray study of the lateral 
and basal aspects of the skull. Unless there is 
marked choking of the disks, diagnostic lumbar 
puncture should be continuously performed, esti- 
mating the pressure and withdrawing from 5 to 10 
ce. of fluid for routine examinations. Repeated com- 
plete neurological examinations are of great im- 
portance. The Barany test is often useful. Above 
all, one should never omit a careful consideration 
of all historical data, a study of the temperature- 
pulse-respiration chart and cool, prolonged obser- 
vation of the case. When localization is difficult or 
impossible, air injection may be resorted to. 

The existence of evidences of a space-taking 
lesion in the brain in the presence of ear and sinus 
disease does not always mean that the lesion is an 
abscess. In all cases we should bear in mind the 
presence of other lesions, especially neoplasms, 
primary or secondary, and of neurolues. This is 
particularly true of sinus diseases. 

Regarding the treatment of brain abscess—it is 
always surgical. When and how to operate will be 
discussed by Dr. Grant. 


FAcIAL AND ABDUCENS PALSIES 


Peripheral facial palsy in the course of ear and 


mastoid disease is a trying complication. As is 
generally known, the facial nerve may be injured 
in the course of mastoidectomies and one case was 
observed in which it occurred in the course of a 
paracentesis of the drum. Peripheral facial palsy 
may ensue as a result of extensive inflam- 
mation in the mastoid region implicating the fal- 
lopian canal. When the bone pathology is ex- 
tensive and acute the diagnosis and _ indica- 
tions for surgical interference are clear. The dif- 
ficulty arises when the facial palsy arises in chronic 
ear-mastoid conditions or in acute conditions where 
the clinical findings and x-ray evidences are incon- 
chisive and when the question arises as to whether 
or not the facial palsy is merely an acute Bell’s 
palsy not related to a coexisting ear infection. In 
these cases when there is a homolateral loss of the 
sense of taste in the anterior two-thirds of the 
tongue, there can be no question that the nerve 
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has become implicated in the fallopian canal. How- 
ever, the tests for the sense of taste may not be 
conclusive, as in four cases observed in the past 
two months. In two of these cases the sense of taste 
was impaired on both sides of the tongue and in 
the other two there was no impairment on either 
side. From a clinical standpoint these and similar 
cases may be regarded as cases of Bell’s palsy, 
which are generally due to exposure but are often 
accompanied by some focal infection. Our advice 
to the otologist is to treat these cases without spe- 
cial reference to the facial palsy, but to take inte 
consideration that the ear-mastoid infection may 
act at a distance as a focal infection. 

Isolated sixth nerve paralysis in the course of 
middle ear and mastoid disease has been observed 
in several cases in the course of a few years. They 
have cleared up spontaneously and have been re- 
garded as toxic in origin. Sixth nerve paralysis oc- 
curs also as a part of the Gradenigo syndrome and, 
as is generally known, it may occur in any condi- 
tion of increased intracranial pressure when it has 
no focal significance. 

Sinus THROMBOSIS 

Lateral Sinus thrombosis is of relatively little 

neurological interest. Aseptic sinus thrombosis, 


either torcular or cavernous, may give rise to evi- 
dences of increased intracranial pressure. In these 
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cases, there is an increase in intraspinal pressure but 
no significant changes in the cytology or chemistry 
of the fluid, thus constituting a form of meningis- 
mus (Cahill, H. J.: Journ. A. M. A. 102 :273, 1934). 

Cavernous sinus thrombosis is fortunately rare. 
It usually follows middle ear-mastoid infections 
but may follow paranasal sinus disease. The patient 
shows evidences of marked systemic infection and 
quite characteristic neurological findings. These in- 


‘clude marked proptosis, at first pain in the eyeball, 


and later anesthesia in the ophthalmic division of 
the trigeminus with complete paralysis of all ex- 
tra-ocular muscles resulting in immobility of the 
eye. Rarely these cases may recover. 


The diagnosis of intracranial complications re- 
quires a careful, painstaking medical history, a clear 
chronological development of the symptoms, repeat- 
ed objective examinations and an etiological ac- 
counting of each sympton and sign. The coexis- 
tence of extracranial conditions as well as other in- 
tracranial conditions should at all times be consid- 
ered and evaluated in the clinical analysis. This re- 
quires the cooperation of the otolaryngologist, 
ophthalmologist, neurologist, internist, x-ray man 
and the laboratory. 


1832 Spruce Street. 


The Neurosurgical Aspect of Meningitis 


and Brain Abscess 





@ Francis C. Grant, M.D., Assistant Professor, Neurosurgery, 
Graduate School of Medicine, University of Pennsylvania, 
Philadelphia, Pennsylvania 


the surgical treatment of meningitis and brain 
Meningitis may be briefly discussed. 
[ have never seen a case of meningitis proven by the 


Te subject of the discussion is twofold— 


abscess. 


presence of organisms in the spinal fluid with the 
exception of the meningococcus type recover fol- 
lowing surgical or any other type of treatment. Anti- 
serum treatment in the meningococcus type of in- 
fection has proven effective if used in time. How- 
ever, there have been cases reported of cures fol- 
lowing repeated lumbar punctures, the use of ap- 
propriate antisera or lumbar cisternal ventricular 
lavage with mercurochrome, acriflavine or Pregl’s 
iodine. But the very multiplicity of methods of 
attack, the variety of germicidal agents used and 
the fact that by far the greatest number of recov- 
eries are single case reports furnish excellent evi- 
dence that there is no effective treatment against 
meningitis. 

While the results of surgical drainage are by 
no means satisfactory, nevertheless a higher per- 
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centage of recoveries have been reported following 
this procedure than by any other treatment. There- 
fore, once organisms are found in the spinal fluid, 
surgical methods should be given consideration. A 
suboccipital craniectomy or lumbar laminectomy 
should be done and permanent drainage instituted 
by opening the dura and arachnoid and sewing to 
the dura and arachnoid a strip of rubber tissue to 
act as a drain. This permanent drainage is rein- 
forced by the administration of at least 5,000 cc. 
of fluid in twenty-four hours by mouth, bowel,, 
skin and vein in the adult patient. By this excess 
fluid intake, large amounts of spinal fluid are 
formed and continuous forced drainage produced 
with the idea in mind of thoroughly washing out 
the entire subarachnoid system. 

Before deciding on the operative treatment of 
meningitis, the type of organism involved must be 
known. Drainage is useless in pneumococcic men- 
ingitis as the exudate is too thick. It is important 
to be sure that the meningitis is actually of the 
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purulent variety before subjecting a sick patient to 
surgery. The original focus of infection must be 
eradicated as completely as possible, for continuous 
reinfection occurring from this source renders sur- 
gical drainage futile. 

In summary, our opinion as to the advisability of 
the institution of surgical drainage depends first 
on the type of the organism. It is useless in pneu- 
mococcic meningitis. As far as the other types of 
meningitis are concerned, exclusive of course of 
meningococcic infection, we feel that continuous 
drainage by surgical means plus increased fluid in- 
take offers the patient a somewhat better chance 
for recovery than do other methods provided it 
be promptly instituted. However, the prognosis 
should be guarded. 

An abscess in the brain is always the result 
of an extracranial infection. The brain has not di- 
rect connection with the surface of the body and is 
so well protected that infection can reach it only by 
direct extension from an adjacent focus or through 
the blood stream from a distant focus. Direct ex- 
tension from an adjacent focus is by far the com- 
moner cause of brain abscess. The cranial bones 
in the temporal and frontal regions are weakenned 
and thinned out by the mastoid and paranasal sinus- 
es lying between the inner and outer tables. In- 
fection in these sinuses is frequent. Consequently, 
otitis media or mastoiditis and to a lesser extent 
paranasal sinusitis are the usual sources from which 
infection spreads inward to produce an abscess in 
the brain. 

An abscess in the brain following infection 
through the blood stream is due to an embolus 
thrown off from a septic focus. Because of the 
close connection between the pulmonary and intra- 
cranial circulation, chronic bronchiectasis or lung 
abscess is the source of over one-half of all hema- 
togenous brain abscesses. Since more than one sep- 
tic embolus may be thrown off, multiple abscesses 
are frequently found. Hematogenous abscess for- 
mation in the brain is relatively uncommon, only 
about twenty per cent of all abscesses being due to 
this cause. 

In whatever manner infection penetrates the 
brain an attempt is made by the adjacent tissues 
to localize it. In some instances the infectious proc- 
ess is so active and virulent that the defensive 
mechanism is ineffective in checking it. Little or 
no capsule formation can be determined, the ab- 
scess cavity consisting of necrotic brain tissue sur- 
rounded by a wall of acute inflammation ca 
more or less widely depending on the severity o 
the infection. 

In subacute or chronic abscess the infection prog- 
resses more slowly. A mild encephalitis may ex- 
ist around the encapsulated zone but gradually this 
may disappear. The capsule slowly increases in den- 
sity until in the chronic cases it may be several 
millimeters thick. 

Localization of the abscess differs in no wise 
from the localization of any other intracranial mass 
lesion. Since a brain abscess is never a surgical 
emergency because of the time necessary to permit 
the brain to wall off and encapsulate the infection, 
all the known means of localizing a mass may be 
used including encephalography, ventricular estima- 
tion and ventriculography. Ventricular estimation 
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and ventriculography are to be preferred because 
increased intracranial tension is usually present. 


After the abscess has been localized the next im- 
portant question is the proper time for drainage. 
We have already spoken of encapsulation. This 
process of walling off infection takes place more 
slowly in the brain than elsewhere in the body be- 
cause of its highly specialized structure and func- 
tion. With the patient under close observation op- 
erative drainage should be postponed until sufficient 
time has elapsed for encapsulation. In reaching a 
decision as to the proper time to drain the great- 
est exercise of judgment is necessary. If operation 
is performed too soon, during the state of spread- 
ing encephalitis, disaster is almost certain to fol- 
low. If delayed too long, the abscess may rupture 
into the ventricle with uniformly fatal results, 

Experience seems to show that the best results 
are obtained if drainage be instituted during the 
quiescent stage of the abscess when the neurologi- 
cal picture is stationary, the papilledema not in- 
creasing and the cells in the spinal fluid reduced in 
number. Certainly in our cases a tap in the third 
to the fifth week after onset of symptoms has re- 
sulted in a higher percentage of recovery. Before 
the third or fourth week encapsulation probably 
has not occurred. 

Four methods of drainage are available. An 
osteoplastic flap; a small craniectomy with removal 
of cerebral tissue over the abscess to afford wide 
open drainage; a small trephine with the introduc- 
tion of a small, soft, rubber drain; or a trephine 
and tap without the insertion of drainage. We feel 
that the first two methods are unsatisfactory be- 
cause they open too much of the meninges to in- 
fection and imply too much trauma to the brain. 
A small trephine opening and tap with the brain 
abscess cannula and the introduction of a small. 
soft, rubber tube are sufficient for all abscesses 
within three centimeters of the surface of the 
brain. If the abscess lies more deeply, particular- 
ly if the capsule be thick, suggesting that the intro- 
duction of a drain will be difficult, a simple tap may 
suffice. Any unnecessary trauma will only tend to 
spread the infection about the capsule. The great 
cause of failure in the drainage of brain abscess 
is the spread of a fresh encephalitis about the ab- 
scess by a badly executed and clumsy attempt to 
institute drainage. 

In instituting drainage the use of a special ex- 
ploring cannula has been helpful in eliminating 
trauma and checking the spread of encephalitis. 
This exploring cannula is of the usual diameter, 
but of double length. Over this cannula fits a sleeve 
with its lower end conical and tapering off to the 
exact size of the cannula. This sleeve carries snug- 
ly fitting silver tubes of various diameters. Once 
the exploring cannula is in the abscess cavity, the 
sleeve and tube are passed down the shaft to the 
point where the fingers steadying the cannula in the 
abscess cavity rest against the edge of the trephine 
opening. 

The reason for the extra length of the explor- 
ing cannula now becomes apparent, for its upper 
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end projects out beyond the top of the sleeve. The 
operator’s grip may be shifted on the cannula from 
below to above the sleeve and he steadies the 
cannula by its upper end as the sleeve passes down 
into the abscess cavity. If the cannula cannot be 
steadied by its upper end and prevented from pass- 
ing downward into the brain while the sleeve is 
being advanced into the abscess, there is great dan- 
ger of both the cannula and sleeve progressing to- 
gether and the tip of the cannula plunging through 
the inner wall of the abscess. Once the sleeve 
and tube are in place, the cannula and sleeve are 
withdrawn, leaving the silver tube in the abscess 
cavity as shown by the escape of pus through its 
lumen. A soft, rubber drainage tube is now passed 
down through the silver tube into the abscess and 
the tube withdrawn. By the use of this instrument 
a drainage tube may be accurately placed with a 
minimum of trauma in any abscess cavity no mat- 
ter how deeply seated. 

Once the drainage tube is in place, it should be 
stitched to, ‘and cut off flush with, the overlying 
skin. This prevents too early extrusion of the tube 
and any chance of the dressings pressing it down 
through the posterior wall of the abscess. No irri- 
gation through the tube is indicated. It is left in 
place for a week or ten days and then gradually 
shortened during the next two weeks. At the end 
of the first month postoperatively it may be re- 
moved. 

The question frequently arises whether an abscess 
lies behind an infected sinus. If this be the case, 
should drainage be instituted through the infected 
area or through a clean field? Common sense indi- 
cates that until the presence of an abscess is certain, 
attempts at drainage must be through a clean field, 
for if an unsterile field is crossed and no abscess 
found infection may be implanted in the brain. 
A cannula slowly and gently introduced into the 
brain will often meet a sense of resistance, the cap- 
sule of the abscess. The needle may now be with- 
drawn and the wound closed. The infected area may 
now be opened up and the drainage instituted at 
the point where the abscess originated. Drainage 
in this region has the distinct advantage that the 
meninges are here adherent and the subarachnoid 
space walled off. Thus the chances of meningitis 
are greatly reduced. 


‘ 


In summary, I feel that the diagnosis and locali- 
zation of brain abscess is not particularly difficult 
if proper advantage is taken of all the methods at 
our disposal includirig air injection. But after 
diagnosis and localization have been made the real 
struggle begins. The time at which drainage should 
be attempted and the proper method to use are all 
important. In my opinion more patients with brain 
abscess have died from improperly timed and insti- 
tuted drainage than through faulty diagnosis and 
localization. 


3400 Spruce Street. 
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ASSOCIATED PHYSICIANS 
OF LONG ISLAND 


The Coming October 
Meeting 


The Associated Physicians of Long Island will hold 
their second outing of the year at the Cherry Valley Golf 
Club and the Meadowbrook Hospital on October 22, 1935. 

Our June meeting at the Timber Point Golf Club and the 
Southside Hospital was a great success as every mem 
who was thoughtful enough to attend will verify. 

We are looking forward to a greater reunion this Octo- 
ber. The afternoon will be for tennis, golf, or whatever 
form of entertainment the heart desires. At 5 P.M. the 
scientific session will be held at the new Meadowbrook 
Hospital. At 7 P.M. there will be an executive meeting 
followed by a good dinner and an entertaining after din- 
ner speaker. 

The Scientific Program is as follows: 

FeraL ABNORMALITY IN TWIN PREGNANCY 
Dr. Everett Whitcomb 
discussion opened by Dr. Charles A. Gordon 
Wauat WE SEE 1n PRACTICE 
Dr. Everett Jessup 
TREATMENT IN TRIMALLEOLAR FRACTURES 
Dr. Otho Hudson 
discussion opened by Dr. Kenneth Young 
TREATMENT OF PERNICIOUS ANEMIA 
Dr. Warren Titus 
discussion opened by Dr. Edwin P. Maynard 
EsopHaGEaAL DrivertICULUM 
Dr. Carl A. Hettesheimer 
discussion opened by Dr. Henry F. Kramer 


Be Sure to Reserve Ocroser 22, 1935! 


Influence of Certain Drugs Upon the Uterus Postpartum 


(Year*Book of Obstetrics and Gynecology, 1934) 
Page 298-299 


It has for several years been the practice of J. E. Tritsch 
and R. J. Brown® at the Metropolitan Hospital to admin- 
ister hypodermically 1 cc. of pituitary extract immediately 
following expulsion of the placenta and 1 dram of fluid 
extract of ergot U.S.P. orally every four hours for two 
days. They decided to compare this routine with the fol- 
lowing: ergotamine tartrate_in doses of 1 cc. by instramus- 
cular injection immediately following the third stage of 
labor and 1 tablet of .001 Gm. of this drug by mouth every 
four hours for two days. Ergotamine tartrate, or gynergen 
was represented as a stable and standardized preparation 
of the one effective alkaloid. 

The authors found that in spite of an average labor 
longer by about two hours, the group to whom ergotamine 
was administered appeared to have better uterine involu- 
tion than the group receiving the usual pituitary-ergot com- 
bination; this difference was more marked in primiparas. 
Infections in this series were less in the ergotamine group, 
judged by the B.M.A. and the Metropolitan Hospital 
standards. After-pain in multiparas occurred about equally 
in each series up to the third day, after which a smaller 
number complained in the ergotamine series. After-pains 
occurred in about 80 per cent. of multiparas on the day 
of delivery and the first day postpartum, declined to about 
ab a | cent. on the second day and to about 18 per cent. 
and 7 per cent. on the third and fifth days, respectively. 

The fundi of the primiparas were higher on the average 
than the fundi of the multiparas up to the fifth day 
postpartum when the former contracted to a far greater 
degree, so that by the “seventh day the primiparas had 
contracted 2 cm. more than the multiparas calculating 
from the day of delivery. The small 1 mg. tablets of 
ergotamine tartrate are much better tolerated by the 
stomach of the puerperal patient than the rather disagree- 
able-tasting fluidextract of ergot. 


(2). J. Am. Inst. Homeop. 27:334, June, 1934. 





The Management of Heart Disease In Certain 
Non-Cardiac Conditions 





@ |, Hamilton Crawford, M.D., Brooklyn, N. Y. 


surgeon or obstetrician is confronted nothing 

causes greater concern than the realization that 
the patient also suffers from heart disease. This 
is particularly true in the more severe acute infec- 
tions, surgical operations and pregnancy. It is the 
purpose of this paper to discuss the factors which 
are of importance in treating cases of heart disease 
in which these problems arise. 

Acute Infections. Rheumatic fever will be ex- 
cluded as it is one of the main etiological causes 
of heart disease and, although a generalized disease, 
involves the heart so frequently that it really may 
be considered almost a cardiac condition. Varying 
degrees of toxic involvement of the myocardium 
are produced in all acute infections. Although this 
is usually not a serious complication in the non- 
cardiac it may cause grave disturbance in the heart 
already damaged. The signs which indicate serious 
damage are progressively increasing feebleness of 
the heart sounds and apical impulse, cardiac en- 
largement, cyanosis and the appearance of disturb- 
ances of rhythm such as premature contractions, 
auricular fibrillation or heart block. Three diseases 
are of extreme importance in this connection— 
pneumonia, diphtheria and scarlet fever, 

It is essential to initiate therapy early in acute 
infections in order to try to spare the heart as 
much as possible. In conditions such as type 1 
pneumonia or diphtheria where satisfactory sera 
are available, these should be administered as soon 
as possible in sufficient doses to control the infec- 
tion, thereby limiting the toxic effect on the myo- 
cardium. The greatest possible degree of rest and 
sleep should be obtained, sedatives being used if 
necessary. The diet should be easily digested, nour- 
ishing and should contain a large carbohydrate com- 
ponent with a greatly reduced amount of sodium 
chloride in edematous states. Intravenous glucose 
in doses of 25 cc. or 50 per cent solution, given 
three times a day, appears to be of definite value 
in supporting the heart. It is the rule in the routine 
treatment of acute infections to administer large 
quantities of fluid. Large amounts intravenously 
are contraindicated in cardiac conditions as the 
circulation may become overloaded. However, 
larger quantities of fluid than one usually allows in 
heart disease can be given, e.g., 2500 cc. When 
sweating is excessive, correspondingly larger 
amounts may be ordered. Abdominal distention is 
to be avoided if possible. If signs of congestive 
heart failure with venous ,engorgement appear, 
phlebotomy of 400 to 500 cc. may be of the greatest 
value. There is considerable debate as to the rou- 
tine administration of digitalis in these conditions, 
especially in pneumonia. Burrage and White (1), 
pero, the Department TEENS ithned Colege of Medicine, 
Brooklyn, N. Y : 
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Stone (2), and Cohn and Jameson (3) believed 
that it was useful. Niles and Wyckoff (4) as a 
result of a carefully controlled series of cases came 
to the conclusion that it was of no benefit. Indeed, 
the mortality was slightly greater in the cases re- 
ceiving digitalis. The present consensus of opinion 
is that it is of little value but provided toxic doses, 
admittedly harmful, are avoided it is questionable 
if it has any deleterious effect. In the cardiac suf- 
fering from pneumonia small doses of digitalis, 
never exceeding half the dose for complete digital- 
ization, appear to be useful. The dose for full 
digitalization can be calculated approximately as 
gr. 1%4 of the whole leaf or 15 minims of the tinc- 
ture per 10 Ibs. of body weight, an allowance of 
gr. 2 or 20 minims a day being made for excretion. 
Except in emergencies, rapid full digitalization, e.g., 
within twenty-four hours, is unnecessary. When 
the required amount has been given, a maintenance 
dose, usually about gr. 2-3 or 20-30 minims per day, 
is continued. If auricular fibrillation is present al- 
ready or appears during the course of the disease, 
sufficient digitalis should be given to reduce the 
heart rate to as near the normal rate as possible, 
care being taken to avoid toxic effects from the 
drug. Cases which have or develop heart block 
during the disease should not receive digitalis. 
Oxygen may be of great assistance if cyanosis is 
present and should be given early. During early 
convalescence absolute rest in bed is essential as 
serious accidents often follow effort during this 
time. The period of rest in bed should be increased 
materially and normal physical activity resumed 
very gradually. 


Surgical Operations. There is a widespread fear 
of undertaking surgical procedures in cardiac pa- 
tients. It is questionable if this attitude is wholly 
justified as one can as a rule predict the cases 
which are apt to lead to difficulties. It is doubtful 
whether with good anesthesia there is more strain 
imposed on the heart by a surgical operation than 
by ordinary physical activity. Mackenzie made a 
great contribution to the management of cardiac 
patients when he stressed the function of the heart 
rather than the particular lesion as the important 
factor in heart disease. His views have been sys- 
tematized in the classification introduced by the 
New York Heart Association and approved by the 
American Heart Association, namely: Class 1— 
Patients with organic heart disease able to carry 
on ordinary physical activity without discomfort ; 
Class 2a—Activity slightly limited; Class 2b—Ac- 
tivity greatly limited ; Class 3—Patients with symp- 
toms or signs of cardiac insufficiency at rest, unable 
to carry on any physical activity without discom- 
fort. Classes 1 and 2a rarely constitute a serious 
problem whereas there is a definitely increased risk 
in the other categories. Some heart conditions in 
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the acute stage forbid any but essential operations, 
e.g., congestive heart failure, severe angina pectoris, 
coronary thrombosis, paroxysmal nocturnal dyspnea 
and pulmonary edema. The study of Butter, Feeney 
and Levine (5) showed that the risk of surgical 
intervention was markedly increased over the nor- 
mal in cases of coronary thrombosis, coronary 
sclerosis with heart failure, hypertension com- 
plicated by nephritis and advanced grades of heart 
block and to a lesser degree in coronary sclerosis 
without heart failure, syphilitic aortitis with or with- 
out aortic valvular disease, and hypertension over 
160 mm. systolic. Each decade over 60 increases 
the gravity of a surgical procedure. 

The two most important factors in a surgical 
operation on a cardiac patient are the skilled ad- 
ministration of the anesthetic and the avoidance of 
shock. Even in operations on normal individuals 
some disturbance in rhythm such as premature 
contractions may occur but these are of little mo- 
ment as there is no evidence that they indicate 
serious cardiac involvement. With regard to the 
anesthetic to be used one may say that in mild cases 
this is relatively unimportant, whereas in the most 
severe cases the preferable anesthetic, when prac- 
ticable, is local anesthesia with adequate morphin- 
ization. In the large group between these two ex- 
tremes ether is as a rule satisfactory. The main 
danger is postoperative pulmonary complications 
which fortunately are not frequent. Their in- 
cidence has been greatly reduced since the introduc- 
tion of the postoperative inhalation of oxygen and 
carbon dioxide. Ethylene has been reported to be 
extremely satisfactory. It is very doubtful if chloro- 
form should be used as it has a marked action on 
the heart. Nitrous oxide and oxygen unless in the 
most skillful hands is also better avoided. Spinal 
anesthesia is generally unsatisfactory in cardiac 
patients, particularly those with hypertension or 
arterial disease, as the great fall in blood pressure 
which sometimes occurs may precipitate disaster. 
However, the selection of the anesthetic is much 
less important than the choice of the anesthetist. 

Unless an emergency exists no operation should 
be performed until the heart has been brought into 
the best possible condition. This can best be ac- 
complished by rest in bed, restriction of fluid in 
edematous states, the use of diuretics in the latter, 
a high carbohydrate diet, an adequate amount of 
sleep, induced by sedatives if necessary, and thor- 
ough cleansing of the gastro-intestinal tract. Al- 
though there is no evidence that benefit is derived 
from the routine preoperative administration of 
digitalis in surgical patients, those with any signs 
of heart failure should be fully digitalized prior 
to operation. Patients suffering from auricular 
fibrillation, particularly, ought to have the. heart 
rate controlled by this drug. The pre-operative use 
of agents such as aminophyllin or a combination of 
theobromine and phenobarbital is often of benefit 
in patients with angina pectoris. When emergency 
operations are performed the ‘above measures 
should be instituted as soon as possible and if heart, 
failure is present rapid digitalization is the method 
to be adopted in order to bring the heart quickly 
under the influence of this drug. 


If heart failure appears during the postoperative 
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period the treatment outlined should be pushed 
until a full effect has been obtained. Should marked 
signs of congestive heart failure arise, such as a 
large number of basal rales or considerable venous 
engorgement, phlebotomy is often of the greatest 
value. Convalescence must be prolonged and normal 
activity resumed more slowly than usual. 

The treatment when acute inflammation or sepsis 
is present is along the lines indicated under acute 
infections. Digitalis as a rule gives disappointing 
results in septic states. It should be given early if 
at all and not used as a last resort. 

Hyperthyroidism, in which cardiac involvement 
frequently forms part of the clinical picture, is a 
disease of particular interest. In the experience of 
the author the results of treatment of the heart 
without subtotal thyroidectomy have been disap- 
pointing. The pre-operative management of cases 
with regular rhythm and no evidence of heart fail- 
ure consists of rest in bed, free fluid, adequate 
nourishment and Lugol’s solution. When conges- 
tive failure is present fluid must be restricted and 
diuretics may be required in addition to the above 
measures in patients with edema. Auricular fibril- 
lation necessitates the administration of digitalis 
in full amounts as well as Lugol’s solution. In 
very toxic cases hypertonic glucose (25 to 50 per 
cent) intravenously several times a day is fre- 
quently of value. 

A surgeon experienced in this type of work is 
essential in deciding whether to operate in stages 
and how much to remove at one operation. A good 
rule is to do tgo little rather than too much. 

The most common postoperative cardiac com- 
plication is auricular fibrillation. Indeed, this is 
often present before operation. Frequently even in 
long standing cases this may cease spontaneously 
following thyroidectomy. When fibrillation per- 
sists it should be controlled by digitalis and if nor- 
mal rhythm has not been resumed by the end of 
a week quinidine sulphate may be used. Quinidine 
is more frequently effective in restoring normal 
rhythm in postoperative hyperthyroidism than in 
any other type of heart disease with which auricular 
fibrillation is commonly associated. Gr. 3 should be 
given as a test for idiosyncrasy and thereafter gr. 
6 every two to three hours for five doses daily 
unless toxic symptoms appear or normal rhythm 
has been restored. Should the latter take place it 
is well to give gr, 3 t.i.d. for some time in order to 
try to prevent a recurrence of the abnormal rhythm. 

Pregnancy. The functional capacity of the car- 
diac patient who becomes pregnant is of prime im- 
portance and much outweighs in value recognition 
of the type of valvular lesion which is present. 
Every effort should be made to estimate it in order 
that one can endeavor to assess how the heart will 
react when the time of greatest strain, delivery, 
arrives. The question of whether the patient is a 
primiparous or a multiparous woman must be con- 
sidered in this connection as labor is as a rule a 
greater strain on the former. 

Class 1 cases may be allowed to proceed in the 
normal manner as they seldom get into difficulties 
and there is no evidence that the heart is deleter- 
iously affected by the pregnancy. Class 2a patients 
as a rule cause little concern. It is advisable, how- 
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ever, in these to increase the amount of rest ob- 
tained in the later months. Some cases in Class 2a 
may commence to show signs of slight heart failure 
late in pregnancy. If at all severe it is wise to 
order complete rest in bed for a period before 
delivery and they should also be slowly digitalized. 
Class 2b patients if seen early in pregnancy raise 
the question of the induction of therapeutic abor- 
tion. This must be settled by a careful study of the 
individual case. This procedure should be advised 
in every case of Class 3. When seen late in preg- 
nancy Class 2b patients ought to be treated by a 
marked reduction in physical activity and complete 
digitalization. During the last two months con- 
tinuous rest in bed may be necessary. Class 3 in- 
dividuals usually require complete bed rest through- 
out the pregnancy and full digitalization. Satis- 
factory sleep, induced by sedatives if necessary, 
is essential in every patient of any class. 

When the time for delivery arrives Classes 1 and 
2a can be delivered usually in the normal manner 
with the use of low forceps to expedite the second 
stage in the more severe cases. Many in class 2b, 
particularly multiparae, pass through a normal de- 
livery satisfactorily but the second stage should al- 
ways be made as short as possible. The more severe 
cases of Class 2b and every case of Class 3, except 
in rare instances, require cesarean section. The 
latter operation ought to be seriously considered 
in any case when there is any disproportion between 
the size of the fetus and the pelvis. Every patient 
should be adequately morphinized during delivery 
and ether seems to be the most satisfactory anesthe- 
tic except in the very severe cases where cesarean 
section can be performed under local anesthesia. 
Nitrous oxide and oxygen has not proved satisfac- 
tory in the experience of the author. All intra- 
uterine manipulations are to be avoided in cardiac 
patients. During delivery a close watch must be 
kept on the heart and respiratory rates. A marked 
rise of either is a sign of great importance and 
indicates that support of the heart is necessary. In 
the period after delivery the patient must be care- 
fully observed and morphine ought to be given in 
amounts sufficient to insure a well needed rest, If 
signs of heart failure appear in a patient who 
previously has not had digitalis rapid digitalization 
is to be effected. The bases of the lungs must be 
examined frequently. At this time an occasional 
rale may be heard in many instances and causes 
little concern but if these increase to any significant 
extent or venous engorgement appears phlebotomy 
should be performed in order to take the load off 
the heart. This is also called for if there is evidence 
of dilatation of the heart. Four hundred to five 
hundred cc. should be removed as this amount is 
needed to produce a significant change in the volume 
of the circulation. Adrenalin may be of value in 
acute heart failure but is more useful in collapse 
of vasomotor origin. Caffeine sodium benzoate is 
beneficial at times as a respiratory stimulant. 


General outlines of the management of this type 
of patient in the different conditions discussed have 
been given. It must be clearly understood that the 
procedure may have to be modified to some extent 
in a particular case. Successful treatment is best 
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effected by a close cooperation between the surgeon 
or obstetrician and the cardiologist. 
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News and Notes 


The Physicians’ Equity Association 


_ During the past two years, the Physicians’ Equity Asso- 
ciation of America, Inc. has done pioneer work which will 
eventually revolutionize the economic status of the phy- 
sician. The Equity Association insists that physicians have 
a right to live—and to live decently. They insist that the 
time has arrived when outside agencies should stop dictating 
medical policies. Medical men are intelligent enough to take 
care of themselves and now their economic policies may 
be placed in the hands of a well organized body which deals 
with medico-economic problems and nothing else. 

It is no easy thing to start a new medical organization, 
particularly when it stands pat and insists that its ideas 
must eventually triumph. Three things were apparent to the 
founders of this organization. First, regardless of the 
numerous surveys which have been made in the past five 
years which may result in some good in another five years, 
the medical man who is suffering economically now wants 
help now—at once. Secondly, success could only be at- 
tained when the medical man who was not suffering econ- 
omically was willing to lend a helping hand to the other 
fellow who is not so fortunate. And thirdly, organized 
medicine as at present constituted, devoting itself mainly 
to scientific medicine and bound down by tradition, was in 
no position to solve economic problems. Real accomplish- 
ment could only come from men in organized medicine who 
formed themselves into an outside group and could form 
an association which dealt with economic problems only. 

It has been uphill going thus far. But the Equity Asso- 
ciation has succeeded beyond its wildest dreams. Of most 
importance is the fact that it has forced organized medi- 
cine to see that they are a necessary factor. Officers and 
members of the Association have been consulted by County 
Societies and, at times, have suggested a program to be 
carried out by organized medicine. 

The Equity Association is unique in having initiated a 
program which is revolutionary in medicine. They have 
established a Credit Union in which the members can save 
money and from which they can borrow money. What this 
means may be seen from the large amount that has already 
been invested and the sums loaned to members. This Credit 
Union is chartered under the State Banking Laws so that 
it is perfectly safe. 

The Credit Service, for the collection of accounts, is also 
unique. No group of Doctors has ever before formed a 
mutual association among themselves which will bring un- 
told benefits, free from commercialism. ~~ 

Inquiries regarding the Association should be addressed 
to The Physicians’ Equity Association of America, Inc.. 
The Squibb Bldg., 745-5th Ave., New York City. 
—_- from The New York Physician, September, 


There are some patients who have taken gallons of 
cough syrup for a cough which is due to sinusitis. Others 
have taken bottles of tonics for an appetite when the real 
troubie was due to sinus disease. 


Common duct stone: frequent pains, fever, jaundice, at- 
tacks of short duration. 


Reeducation in locomotor ataxia is a necessity. Frenkei’s 
book on the subject is about the only one of its kind. The 
physician will have to teach his patients because there are 
few trained physical therapists in this line. 
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The Aschheim-Zondek Test in the Diagnosis of 


Chorionepithelioma 





the diagnosis of chorionepithelioma, the Aschheim- 
Zondek test is, according to present conceptions, the de- 
termining factor. In 1926, Zondek (1), reporting his ob- 
servations on the function of the ovary, to the Berliner 
Gessellschaft fiir Obstetrics und Gynakologie, described the 
changes seen in the ovaries of infantile mice following 
the injection of the hormone derived from an anterior 
lobe of the pituitary body (prolan). In the same year he 
published these results (2) and Aschheim (3) also con- 
tributed a paper on the same subject. In 1927 Aschheim 
and Zondek (4) described in detail the results of their ex- 
perimental work. Briefly, they found that the injection of 
prolan in infantile mice, weighing from six to eight grams 
and from three to five weeks old, produced ovarian ac- 
tivity. The resulting ovarian hormone (oestrin) produced 
changes in the vagina, uterus, and ovaries of the animals. 
In the vagina, cornification of the squamous cells of the 
mucous membrane and an increased secretion were noted. 
In the uterus, the cornua were increased in size and the 
body of the organ became glazed and translucent. The 
ovaries became enlarged up to four times their normal size 
and small, elevated, dark reddish-brown points were seen, 
which were considered to represent follicular hemorrhage. 
With a lens, yellow, miliary nodules were seen which were 
interpreted to be corpora lutea. In serial sections of the 
ovary, maturation of the Graafian follicles and the de- 
velopment of vascularized corpora lutea could be demon- 
strated. In 1928 Aschheim and Zondek (5) applied these 
observations to the diagnosis of pregnancy .on the theory 
that the hormones, prolan and oestrin, would found in 
the urine of the pregnant female. Their method consisted 
of injecting one or two cc. of the morning urine of the 
suspected individual into each of five young mice. As a 
control four cc. were injected into a grown, castrated 
mouse. If the urine was obtained from a pregnant woman 
the changes in the ovaries observed after the injection of 
oestrin would be present. That is, enlargement of the 
ovaries with the appearance of elevated, dark-reddish 
brown cysts which are matured Graafian follicles in which 
there is hemorrhage. 

This test has been modified by subsequent workers, not- 
ably Friedman and Lapham. (34) and Wilson and Corner 
(35), by employing virgin rabbits instead of young mice. 

Friedman (38) Sand that while it has been impossible 
to produce ovulation in the rabbit by the transplantation 
of as many as fifteen fresh rat hypophyses or by the in- 
traperitoneal injection of twenty-four fresh rat hy- 
pophyses, a single intravenous injection of urine from a 
pregnant woman will produce ovulation in that animal. 
The Friedman modification of the test is carried out by 
injecting five cc. of urine from the suspected individual 
into the ear vein of the animal in the late afternoon. Six- 
teen to twenty hours later a celiotomy is done and if the 
patient from whom the urine was obtained is pregnant, the 
Graafian follicles will be found to have ruptured with 
hemorrhage. , 

The explanation of this finding is made by assuming 
that the cells of the chorion of the embryonic vescicle 
produce prolan which is secreted in the urine in sufficient 
amount to produce the characteristic changes in the 
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Graafian follicles. The animals used in these experiments 
must be segregated from birth so as to be sure that males 
have had no opportunity to mate with them. 

In 1930 Aschheim (6) published a description of the 
technique in English. The application of this test to the 
diagnosis of chorionepithelioma was made on the theory 
that the cells of the chorion which form the growth con- 
tinue to secrete prolan, that prolan, consequently, will ap- 
pear in the urine of the patient as it does in pregnancy, 
and that its presence may be detected both qualitatively 
and quantitatively. One of the first contributions that we 
have been able to find is that of Réssler (8), who says 
that the Aschheim-Zondek biologic method is of the great- 
est value in the diagnosis of chorionepithelioma and that 
by the employment of the test after operation it is possible 
to determine the presence (if positive) or absence (if 
negative) of residual growths and of metastases. The 
amount of hormone present in a case of chorionepithelioma 
is much greater than in normal pregnancy. 

Aschheim (6) referred to a case which was seen in 
Stoeckel’s Clinic and says that whenever there is clinical 
suspicion of chorionepithelioma, the test should be made. 

ovak and Koff (7) believe that there is a triangular 
reaction between the cells of the trophoblast (chorion), 
those of the pituitary, and those of the ovary. The value 
of the Aschheim-Zondek test in the diagnosis of chorion- 
epithelioma is confirmed by Balkow (17), by Rosenstein 
(18), who says that it is of greater importance than the 
histological study of the material obtained by curettage, 
and by Mozer and Edeikin (19), who say that it is of 
“inestimable value.” Furthermore, in the opinion of the 
last-named authors, the persistence of the reaction after 
hysterectomy for chorionepithelioma indicates the presence 
of metastases. 

Black (16) recommends repeated tests after hyster- 
ectomy for chorionepithelioma and Sears (20) believes the 
test reliable for the diagnosis. Diagnoses based on this 
test have also been reported by Beach (21) and by 
Peightal (22). Schultze-Rhonhof (11) is of the opinion 
that the Aschheim-Zondek reaction becomes negative in 
two or three weeks after successful operation for chorion- 
epithelioma. On the other hand, if metastases are present, 
the test will be positive after operation. In a fatal case the 
reaction was constantly positive until the patient died. A 
negative reaction is a “very reliable” indication of a 
favorable prognosis. 

In cases of HYDATIDOID MOLE, the demonstration of a 
positive Aschheim-Zondek test will indicate the develop- 
ment of chorionepithelioma. Black (16) says that a 
patient with mole pregnancy should be watched for several 
months. If the Aschheim-Zondek test is persistently 
negative, one may feel reasonably sure that there will be 
no further trouble. 

Novak and Koff (7) say that it is known that the Asch- 
heim-Zondek test persists for a long time after the ex- 
pulsion of an hydatidoid mole. 

Leventhal and Saphir (23) report a case in which the 
Aschheim-Zondek reaction was present in the amount of 
333,000 mouse units per liter of urine four months after 
the expulsion of a mole. 
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Kimbrough (24) reports a case of chorionepithelioma 
following the expulsion of a mole in the fourth month of 
pregnancy. After such an occurrence he advises the repeti- 
tion of the test (he employed the Friedman method) at 
weekly intervals until it becomes negative. “A negative 
reaction is clear evidence against the presence of chorionic 
tissue; an increasing concentration of prolan or the re- 
appearance of a positive reaction is pathognomonic of 
malignancy.” 

Winter (10) says: “After the expulsion of an hydatidoid 
mole do not consider your patient cured.” The preven- 
tion of chorionepithelioma is essential and can be deter- 
mined by frequent examination for the presence of 
hormone secretion in the urine by the Aschheim-Zondek 
test. 

Schultze-Rhonhof (11) has found the test reliable in 
cases of hydatidoid mole in which chorionepithelioma is 
developing, as has also Réssler (8). The paper of 
Roéssler is based on the study of seven cases of hydatidoid 
mole, three cases of mole and chorionepithelioma, and 
three cases of chorionepithelicma. 

Mack and Agnew (25) say that in cases of hydatidoid 
mole and malignant chorionepithelioma the amount of 
hormone excreted is many times greater than that excreted 
during pregnancy. The persistence of positive tests after 
treatment of these neoplasms strongly suggests continued 
chorionic proliferation. 

Sherman (26) says .that the Aschheim-Zondek test 
should be done on all patients by the quantitative method. 
Any subsequent determination that shows an increase in 
the dilution at which the test was originally found to be 
positive is pathognomonic of chorionepithelioma. It should 
be done twice a month for the first two months and oiuce 
a month after that for at least a year. 

After the delivery of a mole the patients should be 
curetted at the end of two weeks. The curettings should 
be thoroughly examined microscopically. The presence of 
villi in this material should be checked with the Aschheim- 
Zondek test. Quantitative increase in the dilution in 
which the reaction is positive will “be of paramount im- 
portance in the diagnosis” of malignancy. 

In Ovarian Tumors: Patients with ovarian tumors will 


sometimes present a positive Aschheim-Zondek reaction. 
Bland and Goldstein (12) report the case of a girl who 
was mentally subnormal and who began to menstruate in 


1931, when she was four years old. At the same time the 
breasts began to develop and the axillary and pubic hair 
appeared. There was a large nodular abdominal tumor 
which was removed and reported, after histological study, 
to be a granulosa cell tumor of the ovary. The Aschheim- 
Zondek test was negative. Two years later, in 1933, she 
was again admitted to the Jefferson Medical College Hos- 
pital complaining of abdominal pain and swelling. There 
was a large mass in the side of the abdomen opposite to 
that from which the former tumor had been removed. The 
oestrin pregnancy test and the Aschheim-Zondek test were 
positive. After the removal of this tumor, which was also 
diagnosticated histologically as granulosa cell carcinoma of 
the ovary, both tests became negative. 

Novak and Brawner (13) recommend the Aschheim- 
Zondek test whenever granulosa cell tumors of the ovary 
are suspected. They say: “When one suspects such a 
growth the examination of the urine for prolan A, quan- 
titatively, may prove of value.” 

Béclére (27) suggests that an excellent rule in cases of 
solid ovarian tumors in young women is to examine the 
urine for the presence of prolan 

In TrstIcuLAR TuMors: Certain tumors of the testicle 
have been found to have the histological characteristics of 
chorionepitkelioma. Entwisle and Hepp (14) have re- 
ported such a case in a man aged 22 years, who com- 
plained of abdominal ‘pain and pain in the back, loss of 
weight, nervousness, shooting pain in the scrotum, mus- 
cular weakness, dyspnea, and a large abdominal tumor. 
The symptoms developed “two months after a large 
shepherd dog playfully pawed him, causing some pain (and 
swelling) in the left side of the scrotum.” On admission 
to the hospital both breasts were enlarged, tender and 
slightly red. A few drops of colostrum could be ex- 
pressed from each nipple. The blood Wassermann re- 
action and the Kahn reaction were negative. The Asch- 
heim-Zondek reaction was positive. Under a_ local 
anesthetic the testicle was removed and found to contain 
a small tumor which was composed of squamous 
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epithelium, syncytial cells and Langhans cells. It was be- 
lieved to be a teratoma. The patient died four weeks 
after admission to the hospital. At autopsy metastases 
were found in the lungs, the liver, the spleen, the brain, 
the retroperitoneal lymphnodes, the kidneys, and the 
suprarenals. The pituitary body showed a large preponder- 
ance of chromophile cells (the cells of pregnancy), hyper- 
plasia of the basophilic cells and a few eosinophile cells. 

Kantrowitz (15) reports the case of a man, aged 22 
years, who died from metastasis to the lungs and the 
skeletal system of a tumor which was thought to have been 
primary in the prostate or in the nasopharnyx. At autopsy 
the primary tumor was found in the anterior mediastinum. 
It was composed of chorionepitheliomatous elements and 
teratomatous elements. In the metastases only the former 
were present. There was marked interstitial cell hyper- 
plasia in the testes. No tumor in the prostate nor in the 
skeletal system. The Aschheim-Zondek test was positive 
in the urine of the patient and in extracts from the tumor. 

Vastola (28) reports a case of embryonal carcinoma of 
an abdominal testis in a pseudohermaphrodite. He con- 
siders the Aschheim-Zondek reaction to be reliable in the 
differentiation of benign from malignant tumors of the 
testicle, in detecting the recurrences or metastases and in 
estimating the results of irradiation. 

Emery (29) reports a case of chorionepithelioma in a 
man, which originated in the upper pole of the left testicle. 
There were metastases to the lungs, abdomen, and prob- 
ably in the brain and spinal cord. Clinically the case was 
diagnosticated miliary tuberculosis and tuberculosis of the 
left kidney. The nervous symptoms resembled those of 
an acute mania. 

Heaney (30) reports a case of chorionepithelioma in a 
man, aged 40 years, who complained of backache and loss 
of weight. At autopsy a tumor was found, behind the 
head of the pancreas, which extended into the inferior vena 
cava at minute points. Ninety per cent of the cases re- 
ported at the time Heaney wrote his paper were primary in 
the testicle. He thought that the most satisfactory ex- 
planation of the extragenital growths was on the theory 
that they arose from the urogenital anlage. 

Barringer (31) says that the Aschheim-Zondek test has 
given consistently satisfactory information for the 
diagnosis of teratoma of the testicle. 

Robertson and Gilbert (32) advocate the routine use 
of the Aschheim-Zondek test in the diagnosis of tumors 
of the testicle. 

Henline (33) says the diagnosis of malignant testicular 
tumors may definitely be made by the Aschheim-Zondek 
method. The pathological type may be determined before 
operation, local recurrences and metastases may be de- 
tected early and the effect of irradiation may be anticipated. 

Béclére (27) says that on the least suspicion of a malig- 
nant tumor of the testicle, examination of the urine for 
prolan A is necessary. 

Herger and Thibaudeau (9) have employed the Asch- 
heim-Zondek reaction in twelve cases of testicular tumors; 
one case of adult type of growth, two cases of solid em- 
bryonal carcinoma, seven cases of embryonal carcinoma 
with lymphoid stroma, one case of embryonal adenocar- 
cinoma, and one in which no histologic study had been 
made. They say that their limited experience has, con- 
vinced them of the value of the reaction as a diagnostic 
procedure and as an aid in the conduct of treatment. 

Ferguson, Downes, Ellis and Nicholson (36) found that 
certain neoplasms of the testis cause the excretion of a 
hormone, the presence of which can be detected readily in 
the patient’s urine by biological methods. They demon- 
strated a positive reaction in every case of teratoma (eight 
cases) of the testis in which either the primary growth 
or the resulting metastases were clinically active. In three 
cases in which treatment with surgery and irradiation had 
resulted in the complete clinical disapperance of the 
teratoma and of its metastases, the reactions were negative. 
In a fourth case, in which a “sarcoma” of the right testis 
had been removed ten years earlier, a tumor of the left 
testis, which proved to be an embryonal carcinoma, was 
removed. In this patient the reaction was positive four 

months after operation. 

In twelve cases of extratesticular carcinoma in men, 
the tests were uniformly negative. 

Ferguson (37) reports the case of a man, aged 33 years, 
in whom metastases were present following the removal 
of the right testis for an embryonal carcinoma with lym- 
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phoid stroma. The Aschheim-Zondek test was positive but 
became negative after treatment with irradiation. He is 
of the opinion that the test is invaluable for the differen- 
tial diagnosis of teratoma testis, for the diagnosis of re- 
currence and of metastasis, and for prognosis. 


Since the above review of papers dealing with the 
Aschheim-Zondek reaction a contribution entitled The 
Clinical Value of Prolan A Determinations in Teratoma 
Testis, by Max Cutler and Seward E. Owen, has been 
published i in The American Journal of Cancer (June, 1935. 
24 

The authors made quantitative determinations of pro- 
lan A-in the urine of sixty-six patients with teratoma 
testis. The amount of the hormone varied from fifty to 
16,000 mouse units per liter of urine. On the other hand, 
in thirteen normal men and men with benign testicular 
lesions the amount of hormone was less than fifty mouse 
units per liter of urine. 

The authors consider that the test has diagnostic value. 
They say that a marked diminution in the excretion of 
polan A after irradiation in such cases accompanies regres- 
sion of the disease and improvement in the general condi- 
tion of the patient. On the other hand, increase in tie 
amount of prolan A or its failure to decrease indicates a 
failure to respond to therapy. 
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Is Nephrectomy Always Indicated Following Diagnosis 
of Unilateral Renal Tuberculosis? 


STANLEY R. Wooprurr, Jersey City, N. J., and HERMON 
C. Bumpus, Jr., Pasadena, Calif. (Journal A. M A., March 
2, 1935), are of the opinion that the keynote of whatever 
form of treatment is adopted must place emphasis on the 
fact that there should be no hurry about operative removal 
of a tuberculous kidney. It is never an emergency pro- 
cedure, and there can be no excuse for neglecting the 
most painstaking examination to be certain that the re- 
maining kidney is not involved. To perform a nephrec- 
tomy on a kidney from which the only evidence of tuber- 
culous infection is the presence of organisms, with possibly 
a few red blood cells and an occasional leukocyte, and a 
few months later have the disease appear in the remain- 
ing kidney is, as Henline has stated, poor judgment. With 
the increase in accuracy of diagnosis and the frequent dis- 
covery of the disease in symptomless cases, this unfor- 
tunate outcome should be assiduously avoided. The proc- 
ess of prolonged watchful waiting should be insisted on 
in behalf of those patients in the adolescent period, as it 
has been agreed that younger patients are more prone to 
bilateral involvement than those of more advanced age 
and that nephrectomy should be performed only when def- 
inite cavitation exists. The coexistence of genital and renal 
tuberculosis gives preference to the former when operative 
procedure is indicated. The result of the renal functional 
test is a most excellent guide in determining the time for 
operation. If this remains normal, or nearly so, the disease 
has probably not advanced to any great degree; but a 
marked decrease in the amount of dye excretion, which 
can be demonstrated by the intravenous urogram as well 
as by the color dyes, would appear to show the necessity 
of surgical intervention. There is little danger of the in- 
fection of one kidney by the other except through a de- 
posit of the tubercle bacilli into the blood stream. Lym- 
phatic connection between the two is not constant, and 
since the lymphatics of the kidney are practically all of 
the efferent type, such a contingency may usually be dis- 
missed. If there is vesical irritation or other evidence of 
beginning tuberculous cystitis, the question of the advis- 
ability of nephrectomy no longer exists. In cases in which 
the disease has advanced sufficiently to show unmistakable 
roentgenographic changes in the pyelogr: im, no question of 
the desirability of nephrectomy can he entertained. The 
case that gives questionable roentgenographic evidence of 
the disease and in which the tuberculous infection has 
caused so little damage as to produce but a few pus cells 
in the urine together with the organisms deserves sanator 
ium care and observation rather than immediately nephre 
tomy. 


Dangers of Intravenous Solutions 


The use of various solutions intravenously is so fre 
quently iesendied for patients who are desperately ill that 
a severe reaction might negative the good done by thera 
peutic procedure. This consideration penalty leads many 
practitioners to hesitate before injecting into the veins 
such substances as saline or glucose, the use of which can 
sometimes be a life-saving procedure. H. C. Falk (New 
York State Journal of Medicine, 1935, xxxv, May 1, 480) 
has recently analyzed the factors which cause reactions 
after intravenous therapy and he makes suggestions fot 
avoiding them. The main necessities for safety appear to 
be freshly prepared and triply distilled water as a solvent, 
the use of solutions not more than a week old, pure chemi- 
cals, hard glassware, carefully sterilized new rubber tubing 
and care that the solution is oer at slightly 
higher than room temperature and at rate not exceeding 
4 c.cm. per minute. It is pointed an that in institutions 
where a team of workers is responsible for all infusions 
the number of reactions is reduced to a minimum. The 
cost of equipment and apparatus, however, makes sucl a 
scheme prohibitive for private work or ‘or institutions 
where only occasional transfusions are given. The use of 
solutions prepared from ampoules (e.g. of glucose) om )- 
plied by reliable commercial firms is recommended and it 
is further suggested that the actual solutions of saline, etc., 
should be available, ready and safe for immediate use 
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A Time For Greater Vigilance 





\ HETHER the “breathing spell” in Federal activities 

be of very short duration, a period devoted to prepa- 
ration of methods of administering the new laws, or a 
time of study for the proponents of new functions for the 
central government, the business world seems glad of the 
opportunity to review what has been done, to cooperate in 
the accomplishment of the purposes sought, and to make 
ready for more legislative activities proposed. The medical 
profession, too, might find the time opportune for a review 
of the measures attempted and laws proposed and enacted 
affecting doctors in their care of the people, and for a 
consideration of new obligations. 

Organized medicine has existed but very few years so 
that the strength of the profession in Federal, State and 
municipal governments has not been understood, not highly 
respected nor much feared. The rise of the cults; the 
seemingly increasing influence or assurance of lay founda- 
tions; social workers’ or ill-informed philanthropists’ at- 
temps at control of sick individuals and community health ; 
the disregard of the profession by legislators in enacting 
workmen’s compensation laws; and the efforts to introduce 
compulsory health insurance or socialization of the medical 
profession, as well as of certain other groups of the people, 
confirmed the impression that in the making of laws for the 
health of the people the medical profession need receive 
but perfunctory attention. 

In this breathing spell, however, the doctors may note 
that at a time when revolutionary changes were most likely 
to succeed none of the dire things threatening them oc- 
curred. The National Security Act has provided pensions 
for old age, unemployment compensation, and grants 
for aid to dependent children, for maternal and child wel- 
fare, for the blind and for public health work. It does 
not include any of the quack remedies for universal appli- 
cation to the sick. 

When the Committee on Social Security was formed the 
medical profession was not adequately represented. Later, 
when through the A. M. A. proper representation was se- 
cured, the Committee and the Federal authorities were con- 
vinced that the subject of health insurance and its modifi- 
cations was too vast, too intricate, the needs of the Country 
too varied and the zisk to the welfare of the people too 
great to permit hasty action. Efforts of the cults, the 
quacks and the proprietary medicine men to widen the 
spheres of their activities have been opposed with con- 
siderable success. Workmen’s compensation acts have been 
greatly improved in our State and other parts of the coun- 
try and for these improvements medicine must be credited. 

In many counties ways and means are being tried to fur- 
nish good and sufficient care to all the people. One man 
reports that over three hundred plans for this purpose 
have been drawn to his attention. The three-cents-a-day 
hospital service lately introduced here is but one example. 

The A.M.A. through its special bureaus has made intensive 
studies of proposed economic remedies, has exposed faults 
therein, praised the merits in some and has suggested means 
of improvement. Groups of doctors are trying to furnish 
more or less complete care to large groups of people on a 
fixed periodic basis. With all this compulsory attention 
to social and economic work the profession has not lessened 
its scientific medical enthusiasm nor its efforts to quickly 
make available its knowledge to the people. The profession 
has awakened to the need of continued study of economic 
problems not solely for the material welfare of doctors— 
though doctors are ever the essential part of medical care— 
but for the welfare of the people. The profession has real- 
ized, or has begun to realize, the need of organization so 
that the views of medical men may be presented with au- 
thority by fully qualified representatives. 
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Progress has been made but this 1s still only a “breathing 
spell” and much work must be done to correct the injustices 
that have arisen, to secure enactment in the future of 
worth-while laws, to cut from the proposed measures of 
zealots that “fringe of lunacy” which the late President 
Theodore Roosevelt declared was part of all their measures. 
Payments to doctors for services rendered to the needy or 
employees under the different alphabetical groups of the 
Government are far below the worth of the service and even 
at times below the cost to the physician, and must not be 
considered the basis or standard for post-depression evalua- 
tion. Consideration of the fees as part dole of the State and 
part charity on the part of the doctor must not be tolerated. 
Governments are financially able and should be willing to 
spend just amounts for the protection and preservation of 
the health, safety and lives of its individuals as it is to 
spend just amounts for warlike preparations to preserve 
peace and insure protection from assault on its national 
life and property. : 

Corporations, too, must be carefully watched so that in 
the plans proposed by them for invalid employees the cost 
feature take not such a predominent place that the quality 
of medical care is poor and lends to further deterioration. 
that doctors are not subordinated in their work to lay 
superiors, that progress in industrial medicine be not re- 
tarded, that rights of employees be not ignored nor injury 
done to the general profession. It would seem as if public 
utility companies who, so lately, were anxious to accept 
corrective legislation rather than death sentences, would not 
embark on any new medical plan unless they had secured 
definitely trustworthy information from proper authorities, 
namely the county medical societies. A plan now in prepa- 
ration by large affiliated gas and electric companies of New 
York City for the care of 40,000 to 50,000 emplayees—and 
later to include their families—has most of the objection- 
able phases of disapproved contract practice. The employees 
will have no choice in the selection of their attending phy- 
sician nor of the hospital to which they will be sent. The 
physician will be selected by the Companies, the rate of pay 
to doctors in the field will be fixed by these lay companies 
—at least 33% below the usual rate—and the rate of pay- 
ment to physicians treating patients in the hospital may be 
something, but for an indefinite time it will be nothing. 
One hospital in each Borough would be bribed by the in- 
ducement that all the patients residing therein would be 
exclusively its own, and that the payment would be $4.00 
per day—notoriously less than the actual cost to the hos- 
pital. The employees treated through the companies would 
be those receiving an average wage of $32.50 a week. One 
might infer that this work was wholly eleemosynary on the 
part of the company did one not know that the assessment 
deducted from the pay envelopes would be nearly one half 
million dollars a year. The amount of money contributed 
by the company will be that indefinite something which 
“may or may not be necessary.” The county societies will 
undoubtedly express their opinion of this contract to the 
companies and the hospitals. The members of the profes- 
sion not permitted by the companies’to take part in this 
work, and smarting already by the increased payments made 
by them to the electric company because their offices and 
homes were classified and charged as commercial enter- 
prises, will not be pleased with the thought arising with 
the payment of each monthly bill that they are directly 
contributing to measures to remove more and more patients 
from their care and to the deprivation of nearly 50,0 
people in the community of that quality of care to which 
they are entitled. 

No—there must be no “breathing spell” period of relaxa- 
tion in that vigilance demanded of organized medicine. 
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Medicine 


Therapy in Carbolic Acid Poisoning 


L. Goodman and A. J. Geiger of Yale University School 
of Medicine (American Journal of Medical Sciences, 190: 
206-219, Aug. 1935) note that the use of products of the 
carbolic acid group is “one of the most popular forms of 
suicide.” In the last 100 cases of acute poisoning admitted 
to the New Haven Hospital, phenol and lysol headed the 
list and were responsible for 45 per cent of the deaths. 
Many antidotes have been proposed and used in the treat- 
ment of carbolic acid poisoning, but “none has gained uni- 
versal or enthusiastic acceptance.” Recently Gibbs has 
proposed the use of paraffin oil (liquid petrolatum) in the 
treatment of phenol poisoning on the ground that car- 
bolic acid is more soluble in mineral oil than in water and 
is taken up by the oil in the gastro-intestinal tract and 
rendered inert, while the oil also hastens its elimination. 
While Gibbs’ conclusions have not been generally accepted, 
the mineral oil treatment has been employed by others, and 
the authors have therefore tested its efficacy experimentally. 
They found, however, that in vitro carbolic acid crystals 
were not easily soluble in mineral oil, and were not taken 
up by the oil when in a watery solution. In animal experi- 
ments, the administration of mineral oil by stomach tube 
immediately or even before a minimum lethal dose of 
phenol did not protect the animals against the poison. 
Consequently a search was made for an oil that would be 
therapeutically effective against phenol poisoning and also 
easily available, since it is known that phenol is readily 
miscible with true oils. It was found that in vitro olive 
oil is a “ready solvent” for both carbolic acid crystals and 
liquid phenol. In animal experiments olive oil, given in 
large quantities, 20 to 40 times the minimum lethal dose of 
phenol, definitely protected the animals against the poison; 
the protective power was greatest if the oil was given 
before the phenol. But when given after the phenol, mor- 
tality was reduced, the symptoms developed less rapidly 
and were less severe, and death, if it did occur, was delayed. 
The authors have not had opportunity to use olive oil ther- 
apy in human cases of phenol poisoning, but they advocate 
a trial of this method, since the treatment of carbolic acid 
poisoning is still unsatisfactory. They suggest that olive 
oil be administered promptly in as large a quantity as pos- 
sible by mouth; that a stomach tube be introduced and lav- 
age done with “generous quantities” of the oil, fresh oil 
being instilled and allowed to remain before removing the 
tube. Liberal fluids and “electrolytes of suitable composi- 
tion” should be given parenterally; if a cathartic is to be 
used to hasten elimination, castor oil should be the choice. 


COMMENT 


Olive oil, castor oil or liquid paraffin are recommended 
for phenol poisoning in Murrell’s “What to do in cases of 
poisoning.” This small book, by the way, should be at the 
bedside and in the hand-bag of every general practitioner. 
The great trouble with antidotes is the difficulty in finding 
the right one. Wouldn't it be a good idea if some manufac- 
turer put out an antidote kit? The only trouble is that things 
change over-night; one day a certain treatment is the 
thing; the next day it is criminal to use it. And so with 
the whole field of medicine. M. W. T. 
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Mild Grades of Hypothyroidism 


B. P. Seward (Annals of Internal Medicine, 9: 178-188, 
Aug. 1935) reports a study of 53 cases in which a diagnosis 
of mild or moderate hypothyroidism was made. He notes 
that these cases occurred in an area where goiter is com- 
monly seen (Roanoke, Virginia). The basal metabolism in 
these cases ranged from minus 12 to minus 38, and the 
symptoms were vague and indefinite as compared with 
true myxedema. The most frequent and most characteristic 
symptom was ease of fatigue and inability to recover from 
this fatigue by rest. Other symptoms often noted were 
nervousness, palpitation, digestive disturbances, constipa- 
tion, and “various aches and pains.” In the first half of 
life, patients were often underweight; when symptoms 
manifested later in life, overweight was more frequent. A 
diagnosis of hypothyroidism can be made only by thorough 
and comprehensive examination, the association of symp- 
toms with a decreased metabolic rate, and the exclusion of 
other endocrine disturbances, chronic diseases such as tu- 
berculosis, and functional disturbances such as neuroses and 
neurocirculatory asthenia. In the cases where a definite 
diagnosis of hypothyroidism is made, thyroid treatment is 
indicated. In the author’s series of cases, thyroid extract— 
2 to 6 grains or occasionally more daily—was given, the 
dose varying according to the basal metabolic rate and the 
intensity of the symptoms. The response to treatment 
varied considerably; some showed prompt improvement in 
symptoms and metabolic rate; as a rule, the maximum 
symptomatic improvement occurred after the metabolic 
rate had been normal or nearly normal for several weeks. 
About 50 per cent of the patients did not need to take the 
thyroid extract constantly to maintain the improvement, 
but could discontinue it for a few weeks or even a few 
months. In addition to the thyroid treatment symptomatic 
treatment was given as indicated and patients were advised 
to rest regularly. 


COMMENT 


The mild hypothyroid is always interesting. Many blood 
cholesterol estimations will reveal a thyroid deficiency when 
the basal metabolism test is normal. A high blood choles- 
terol, according to Hurxthal, may indicate myxedema. A 
low cholesterol, goiter. All basal metabolism rates should 
be carefully checked with blood cholesterol. Many hypo- 
thyroids have the same symptoms as the hyperthyroid. 
Another question is whether to boost up the patient who 
has a minus rate with small doses of thyroid extract. 
Many of these patients feel better with a plus 10 rate than 
they do with a minus 10. M. W. T. 


Insulin in Divided Doses 


B. B. Clark, R. G. Gibson and W. D. Paul (Archives of 
Internal Medicine, 56: 360-373, Aug. 1935) report the use 
of insulin in divided doses, i.e., doses of equal unitage at 
intervals of two to four hours during the day and night, in 
146 out of 1,553 diabetic patients treated at the University 
of Iowa Hospital in the past five years. Of the patients so 
treated 74 had severe uncomplicated diabetes not well con- 
trolled by the usual method of insulin administration; and 
72 had some complication, usually surgical. In the cases of 
uncomplicated diabetes, the treatment with divided dosage 
was continued for varying periods from a few days to a 
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month or longer. In surgical cases the treatment was con- 
tinued until postoperative recovery was Satisfactory. It 
was found that insulin given in this way was more efficient 
in the control of severe and complicated cases. The total 
amount of insulin required was reduced. The blood sugar 
values were somewhat higher after breakfast, lower fol- 
lowing the noon and evening meals and quite low during 
the night; hypoglycemic reactions were rare. In uncompli- 
cated cases of diabetes when the regular dosage was re- 
sumed the patients required at least the same amount of 
insulin as with the divided dosage, or often more insulin. 
In the complicated cases, when the regular dosage was re- 
sumed, the insulin requirement was sometimes the same, but 
frequently less. Seven illustrative cases are reported. The 
data, the authors state, suggest that the secretion of insulin 
by the islet cells is constant and continuous. 


COMMENT 


This should work out very well in severe 
plications. Probably many patients would be 
dangerous periods. 


cases or com- 
tided over 
M. W. T. 


Insulin Treatment of Peptic Ulcer 


C. S. Danzer (Medical Record, 142: 180-183, Aug. 21, 
1935) describes a method for the treatment of peptic ulcer 
in which insulin is the chief ‘ ‘ingredient.” This treatment 
is based on the author’s conception that peptic ulcer is a 
constitutional disease dependent upon charactertistic 
changes in the capillary circulation of the gastric and duo- 
denal mucosa. The insulin is given for “its cellular anabolic 
and capillary effects”; it is administered by mouth mixed 
with bismuth subcarbonate, the latter reducing gastric hy- 
perperistalsis and releasing the insulin slowly so that it 
acts directly on the ulcerated area. The insulin- bismuth 
mixture is given half an hour before meals. This is sup- 
plemented by the administration of yeast vitamin B after 
each meal; by the intravenous injection of 1% cc. distilled 
water every fourth day which acts as a foreign protein by 
causing rupture of the red blood cells; and by general ul- 
traviolet irradiation. Diet is not restricted except in the 
use of condiments. This method has given excellent results 
in patients who were resistant to other methods of medical 
treatment; and has not interfered with the carrying on of 
their usual occupations. 


COMMENT 


Insulin has been used for everything from varicose ulcers 
to stomach ulcers. Everyone seems to agree that it is 
valueless when given by mouth. Intravenous injection of 
distilled water is no joke; severe reactions may follow. At 
least the water should be double distilled. It is not logical 
therapy. lf foreign protein therapy is desired, aolan is much 
simpler and more agrecable. In order to form any conclu- 


sions it is necessary to study tens Al of cases 


M. W. T. 
The Blood in Arterial Hypertension 


C. Huriez, Leperre and Sence (Bulletins et mémoires de 
la Société médicale des hépitaux de Paris, 51: 1216-1220. 
July 15, 1935) report a study of the physical and chemical 
characteristics of the blood in 105 cases of arterial hyper- 
tension. They found that increased viscosity and increased 
osmotic pressure, especially the latter, were characteristic 
of the blood in theses cases. Chemically the most constant 
and striking abnormality in arterial hypertension was the 
hypercholesterinemia; the chloride values were low; the 
total proteins of the blood may be somewhat increased, but 
fully 50 per cent of cases showed a relative increase in the 
albumin in relation to the globulin; this was especially 
marked in cases with vascular lesions. 


COMMENT 


Cholesterin inetabolism, in all probability, plays an im- 
portant part in the cause of arteriosclerosis. If that is so, 
there is probably some association between hypercholes- 
terinemia and hypertension. There is a good deal of work 
to be done in this field. The part played by the thyroid 
gland in cholesterin metabolism is still a mystery. The 
fact is that very often diet will not reduce the blood choles- 
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terol while thyroid extract will. The total proteins are 
probably not increased early m the course of the disease; 
the relation between albumin and giobulin is important 
in detecting the pre-edema stage. 

M. W. T. 


Effect of the Administration of Vitamin C on the 
Reticulocytes in Various Infectious Diseases 


. M. Faulkner (New England Journal of Medicine, 
213 :19-20, July 4, 1935) reports a study of the effect of 
large doses of vitamin C on the reticulocytes in 27 cases 
of rheumatic fever, 8 cases of bone tuberculosis and 2 
cases of Still’s disease. All the patients had previously had 
a diet with an adequate supply of vitamin C. The addi- 
tion of vitamin C in the form of 530 c.c. orange juice daily 
or 200- mg. of the pure crystalline form of the vitamin 
produced a definite reticulocyte response similar to that 
observed when vitamin C is given to patients with the 
anemia of scurvy. The type of infection did not influ- 
ence the reticulocyte response, but this response was 
roughly proportional to the severity and activity of th 
infection. The vitamin C had no specific therapeutic ef- 
fect on the course of the disease. It is recognized that 
infections predispose to survey, and the author's results 
suggest that in infectious diseases there is an increased 
metabolic demand for vitamin C, which is not met by diets 
“heretofore considered adequate,” so that a relative vitamin 
C deficiency develops which “may constitute a secondary 
complication of some importance.” 


COMMENT 


Interesting. In all infections there is probably a dis- 
turbance of many elements—vitamins, mineral salts, water 
balance, etc. Perhaps there should be an increased intake 
of vitamin C in respiratory infections, too. 

M. W. T. 


Surgery 


Mesenteric Thrombosis 


J. K. Donaldson and B. F. Stout (American Journal 
of Surgery, 29:208-217, August, 1935) emphasize the 
importance of distinguishing between arterial and venous 
mesenteric thrombosis, which should be recognized as two 
dist'nct clinical entities. Arterial mesenteric thrombosis, 
which is the type most frequently described, is much more 
rapidly fatal than the venous type and must be operated 
on within a very few hours after the onset of gangrene. 
Pathologically complete venous thrombosis of the mesen- 
tery produces marked hemorrhagic congestion of the 
gut wall, which becomes dark, edematous and “soggy,” 
and may appear to be entirely devitalized. The muscular 
structure of the wall, however, does remain viable and 
muscular contractions can be produced, although sluggish. 
The concomitant arterial system remains patent, and the 
lymphatics partially carry on the function of the venous 
structure. The intestinal wall usually remains sufficiently 
intact to prevent extensive bacterial peritonitis, but in 
some cases sufficient toxin is liberated, with or without 
bacteria, to produce degeneration in the vital organs and 
death. Recovery may take place by a process of fibrosis 
in the hemorrhagically infarcted area, which requires only 
a scanty blood supply; in certain cases some collateral 
venous return is established; this process of recovery 
results in the formation of adhesions, which may later 
cause intestinal obstruction. Thus in a certain percentage 
of cases of - enous mesenteric thrembosis recovery may 
take place without surgical intervention. In animal ex- 
periments a similar hemorrhagic edematous condition of 
the gut wall could be produced by ligature of the primary 
venous radicals and the collaterals of the loop of intestines 
selected. In these experiments, as in the human cases. 
actual gangrene did not occur. As venous mesenteric 
thrombosis is very amenable to surgical treatment in its 
early stages, it is important that these cases be correctly 
diagnosed and distinguished from the arterial type with 
rap dly advancing gangrene. Except in cases associated 
with sudden volvulus or intussusception, the onset and 
course of venous mesenteric thrombosis is relatively slow, 
the initial symptom being moderately severe collicky pains. 
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Symptoms may persist several days before becoming se- 
vere. Another characteristic finding is the disproportion 
between the abdominal tenderness and the duration of the 
symptoms and the degree of abdominal rigidity. The ab- 
domen is usually definitely tender on deep palpation over 
a wide area, but the abdominal rigidity is relatively slight. 
Occult blood is always present in the stools, which are 
dark and soft; dark “coffee-ground” vomiting may occur. 
Intestinal fluid levels are usually absent. Correct diagnosis 
may be difficult unless the possibility of venous throm- 
bosis is kept in mind. 


COMMENT 


An important re minder of a differentiation which the 
surgeon should bear ‘in mind. Uncommon causes of intes- 
tinal obstruction are especially significant and noteworthy 
because of their rarity. 

c. =. &. 


Water Balance in Surgery 


R. E. Church (American Journal of Surgery, 29 :64-66, 
July, 1935) notes that in surgical conditions there are 
many factors that abnormally increase the water loss of 
the body, such as interference with the function of the 
kidneys, vomiting, diarrhea, fistulae, profuse sweating and 
expectoration from the lungs. At the same time the in- 
take of fluids is materially interfered with, and may be 
completely “shut down” in upper intestinal and gastric 
disorders. Water balance in surgical conditions is best 
maintained by a careful preoperative preparation; a daily 
determination of the fluid lost; a calculation of the next 
day’s needs, and supplying the fluid needed through ac- 
cessible channels. In the preoperative preparation, the 
amount of fluid the patient usually drinks, the frequency 
of urination, the amount and specific gravity of the urine 
passed, should be determined. An abundance of body fluids 
should be provided in the preoperative period by increasing 
the intake and eliminating the use of purges. In the cal- 
culation of the next day’s requirement of fluid, the amount 
of “insensible” loss may be calculated as 2,000 c.c., loss by 
the intestinal tract as 500 c.c., and loss through the kid- 
neys as 3,500 c.c. But additional loss by vomiting, diarrhea, 
etc., must be added to determine correctly the amount of 
fluid to be supplied. An additional factor is the amount of 
fluid lost through vomiting that was considered as intake 
when given. When nausea and vomiting are not present, 
the amount of fluid needed is best given by mouth; but in 
any condition where this is impossible, it should be given 
per rectum, or by injection intravenously or subcutaneously. 
In this case a physiological saline solution is indicated as 
chlorides as well as water have been lost and should be 
replaced. 


COMMENT 


A painstaking review of this important subject and a 
systematic outline for clinical management and prevention 
of dehydration incident to major surgery. The subject 
is less novel than the essayist seems to think. However. 
regard for the maintenance of water balance should be 
everywhere developed as a leading surgical principle. FEv- 
eryone knows its value. Many forget except in patently 
critical cases. 

ce . &. 


So-Called “Liver Death’ 


F. F. Boyce and E> M. McFetridge (Archives of 
Surgery, 31:105-136, July, 1935) report 23 cases in which 
various types of the ‘so-called liver death followed opera- 
tion on the biliary tract; and 10 other cases presenting 
the same syndrome and fatal termination, following opera- 
tion on the pancreas in 4 cases and traumatic injury to 
the liver in 6 cases. In the 23 cases following biliary 
tract operation, the following groups are distinguished: 
Group 1. Sudden death with hyperpyrexia. A. Death 
within forty-eight hours after operation (6 cases). B. 
Death within seventy-two hours (5 cases). C. Fairly 
normal course for four or five days, then hyperpyrexia and 
death within twenty-four hours (2 cases). Group 2A. 
A smooth recovery for five or ten days, then oliguria, 
anuria and uremia, but not hyperpyrexia. In cases in 
which autopsy was done, parenchymatous degeneration of 
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the liver was found. Group 2B. Cardiorespiratory col- 
lapse in sixty-two to ninety-two hours; clear evidence of 
vasodepression and altered blood chemistry In the 4 
cases following operation on the pancreas and in 2 of the 
traumatic cases, death was delayed with evidence of liver 
and renal damage as in Group 2A. In the other 4 trau- 
matic cases, death occurred suddenly in hyperpyrexia as in 
Group 1A. In animal experiments, the experimental pro- 
duction of biliary obstruction, followed by release of this 
obstruction, produced a clinical picture and pathological 
changes similar to those in the cases reported. The authors 
conclude that the patient with biliary tract disease has 
some degree of hepatic damage; operation causes changes 
in the intrahepatic and biliary pressure, and other factors 
inc dent to operation increase the liver damage—such as 
the anesthetic, surgical trauma and the drop in intra-ab 
dominal temperature. This results in a failure of liver 
function and toxemia. If the patient does not die as a 
result of overwhelming toxemia, the kidney is also dam- 
aged, resulting in the hepatorenal syndrome (Group 2), 
which is to be regarded as a later stage of the hepatic 
toxemia. 


COMMENT 


. Careful reports like these if recorded in great number 
will ultimately help us to solve these problems and prevent 
surgical tragedies. Some splendid experimental work has 
been done, and an excellent analysis of recent literature is 
presented. Very interesting and valuable. 

oy 


Variations in the Origin and Course 
Of the Hepatic Artery 


E. Z. Browne (Southern Medical Journal, 28 :599-603, 
July, 1935) notes that the mortality of gall-bladder and 
biliary tract operations still remains high. One of the fac- 
tors in this high mortality is injury to the hepatic artery 
and its branches resulting from frequent variations in 
their course. The attention of the surgeon should be 
called to these variations in order that accidents of this type 
may be avoided. The author studied the course of the 
hepatic artery and its branches in 60 cadavers and found 
variations from the normal in 19, or nearly one third. In 
comparing his findings with those of others, he finds some 
differences in the incidence of certain variations. In the 
author’s series the right hepatic artery crossed the front 
of the common hepatic duct or even the ductus choledochus 
in 15 per cent. (Others give 12 per cent.) The right 
hepatic artery ran parallel with and very close to the 
cvstic duct and neck of the gallbladder in 13.5 per cent. 
(Other statistics, 10 per cent.). In 12 per cent. the right 
hepatic artery formed a loop in front of the common 
hepatic duct (other statistics give 8 per cent.). The right 
hepatic artery originated from the superior mesenteric ar- 
tery and passed behind the common bile duct and some- 
times behind the portal vein in only 5 per cent. of the 
author’s series; others give higher percentages for this 
anomaly. An accessory cystic artery was found in 6 per 
cent.; some statistics show this anomaly in 10 to 12 pet 
cent. It is of definite surgical importance, as the two cys- 
tic arteries arise from different sources and increase the 
danger of hemorrhage in cholecystectomy; one of the au- 
thor’s cases showed three cystic arteries, and one other 
case has been reported. The cystic artery passed ventral 
to the common hepatic duct in 20 per cent. of the author’s 
cases and ventral to the ductus choledochus in 1:5 per cent 
Others give the incidence of this anomaly in 15 per cent 
and 2 per cent. respectively. This type of anomaly also 
is interesting and important. 


COMMENT 


practical anatomy help to 
This author’s records are 


C. H.G 


promote 


Careful studies in 
very in- 


safety in surgery. 
structive. 


Results Ten Years or More After 
Operation for Gastric Ulcer 


62 :1456-1459, 


M. Friedmann (Zentralblatt fiir Chirurgie, 
operated ten 


June 22, 1935) reports results in patients 
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years ot more for gastric ulcer. In all these cases a radi- 
cal operation (resection) by the Billroth I or Billroth II 
method was done. Cure or definite improvement was re- 
ported in 336 of these cases or 92.4 percent. Of these 123 
(34.2 per cent.) were entirely relieved of symptoms with- 
out restriction of diet; 148 (41.2 per cent.) were free from 
symptoms as long as they avoided certain articles of diet: 
65 (18 per cent.) were not entirely free from symptoms, 
but were much improved. There were 16 patients but 
slightly improved, and 8 with recurrence—poor results in 
6.6 per cent. The results with the Billroth II operation 
were slightly better than with Billroth I, giving 94.3 per 
cent. good results with 36.9 per cent. complete cures and 
only 2 recurrences (1.3 per cent.). 


COMMENT 


These end results may be exceedingly significant. A 
careful study of this article may well repay the surgeon 
who has not yet determined his policy concerning radical- 
ism in the treatment of gastric ulcers. 

Ce. & 


Urology 


Treatment of Urinary Infection 
By Ketogenic Diet 


P. Pagniez and A. Plichet (Journal d’urologie, 39:524- 
530, June, 1935) report the use of the ketogenic diet in 
the treatment of colon bacillus urinary tract infection. 
The treatment is started by a diet in which the ratio of 
fat to carbohydrate and protein combined is 2:1; this is 
increased on the second day to 3:1, and in another two 
days to 3.5:1. As a rule by the fifth day the pH of the 
urine falls to 5.2, the urine begins to clear up, and the 
number of organisms is reduced. From the twelfth to the 
eighteenth day the bacilli disappear entirely in most 
cases; three consecutive cultures should be negative be- 
fore the treatment can be considered as entirely success- 
ful. The authors have found it useless to continue the diet 
for more than three weeks. In case the infection is not 
cleared up within this time, it is better for the patient to 
return to his regular diet 'for about two weeks and then 
try the ketogenic diet again. 


COMMENT 


Ketogenic diet is a most interesting measure in the treat- 
ment of colon bacilluria but it is not a wonder worker. 
The gastroenterologists say that the majority of patients 
will not follow, because they cannot, a rigid ketogenic 
diet. This point is accepted by these writers by their in- 
terval of three weeks followed by normal diet and then 
resumed ketogenic diet. This paper is lacking in the dis- 
cussion of an attack on the intestines as the source of the 


bacilli. 
V. CoP, 


Bence-Jones Protein Excretion and 
Its Effect on the Kidney 


W. D. Forbus and his associates at the Duke University 
School of Medicine (Bulletin Johns Hopkins Hospital, 57: 
47-69, Aug., 1935) report a study of the pathological 
condition of the kidneys in a case of multiple myeloma 
in which considerable Bence-Jones protein had been ex- 
creted for a year before death. They found that the charac- 
teristic lesion was the presence of peculiar large casts, com- 
posed of abnormal protein substance. These casts com- 
pletely obstructed the tubules and produced a foreign body 
reaction; they were undoubtedly formed by precipitation 
of the Bence-Jones protein. This, the authors believe, is 
the typical microscopic picture of Bence-Jones proteinuria. 
The epithelium of the tubules was but slightly damaged, 
showing cloudy swelling but no desquamation, so that there 
was no evidence that the Bence-Jones protein is specifically 
toxic to the tubular epithelium. Experiments on animals 
given injection of Bence-Jones protein were largely nega- 
tive in producing any definite renal lesions; in one dog a 
few isolated lesions similar to those observed in the human 
case were found. It is probable that the development of 
the typical injury produced in man is dependent upon time, 
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and that the animal experiments were of too short a dura- 
tion to permit this development. 


COMMENT 


These reactions in the kidney are to be taken as sua- 
gestive rather than demonstrative. The by-products of all 
neoplasms, especially during their later development and 
necrosis, are all toxic in greater or lesser deqree. On this 
similarity it is probable that the Bence-Jones protein has 
toxic properties whose degree and qualities remain for time 
to decide. 

¥.C. BR 


Hyperparathyroidism and Renal Disease 


Fuller Albright and E. Bloomberg (Journal of Urology, 
34:1-7, July, 1935) note that the frequency of renal cal- 
culi in hyperparathyroidism has been reported in a previ- 
ous communication. In 23 cases of proved hyperpara- 
thyroidism operated at the Massachusetts General Hospi- 
tal, 15 patients had renal calculi and 3 others abnormal 
calcium deposits in the intrarenal urinary passages. In 
11 cases, the presence of renal calculi was the only indi- 
cation of the parathyroid hyperfunction and there was 
no bone disease. There were only 5 patients with bone 
disease without renal disease. In cases of hyperparathyroid- 
ism, a frequent finding was the presence of many fine 
granular casts in the urinary sediment; these granules 
have been found to contain calcium, probably calcium phos- 
phate. If the urine is acidified by the administration of 
ammonium chloride, these granular casts become hyaline 
casts. After the operation of parathyroidectomy, the casts 
disappeared entirely. The factors that govern the forma- 
tion of these casts, the authors believe, are the same that 
govern stone formation in hyperparathyroidism, i.e., ab- 
normal concentrations in the urine of calcium, phosphate 
and hydrogen ions. Renal stone formation in hyperpara- 
thyroidism evidently is “a type of stone due to excess 
crystalloids in the urine.” An excess of crystalloids is 
probably not an etiological factor in the formation of all 
urinary tract stones, but the urinary findings in hyperpara- 
thyroidism should certainly direct attention in that direc- 
tion “in the solution of the stone problem in general.” 


COMMENT 


As the obscure and profound functions of the body, 
especially, perhaps, of its endocrine glands, become more 
and more known the cases of faulty excretion become 
similarly suggested or known. In the explanation of renal 
stone the dysfunction of the parathyroid must be re- 
membered. 

Vv. C2. 


Treatment of Chronic Prostatitis by Injection 


Owsley Grant (Journal of Urology, 33:631-638, June, 
1935) reports the treatment of chronic prostatitis by in- 
jection by a method first used by him in 1928 and de- 
scribed in 1930. This method has now been used in more 
than 500 cases, and results have been better than with 
any other method of treatment. Prostatitis may be con- 
sidered “as a mass of minute abscesses whose deep loca- 
tion prevents alike the introduction of medication and the 
egress of infected material.” The method of injecting a 
suitable drug directly into the gland has seemed to the 
author the best way to disseminate the medication and 
eliminate the infection. The method is used only in the 
chronic stage. The injection may be given through the 
perineum or per urethram. A freshly prepared mercuro- 
chrome solution is used. For the perineal method, gas 
anesthesia is preferred. The bladder is filled with sterile 
water to push the prostate as far down as possible. The 
vasa are exposed through a small wound, picked up by a 
specially devised hook, and injected through a small needle 
with approximately 10 c.c. of the ‘mercurochrome solu- 
tion to each vas. The patient is then placed in the litho- 
tomy position, the prostate palpated by a finger of the left 
hand per rectum; a non-breakable needle of 22 calibre 
and 8 inches long is introduced through the skin about 1 
inch above the mucocutaneous border of the rectum into 
the prostate until it can be felt by the finger in the rec- 
tum; and guided into the left lobe of the prostate where 
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5 to 10 c.c. of the solution are injected. The needle is then 
withdrawn outside the capsule only and inserted in the 
right lobe and the injection repeated. Considerable pres- 
sure is required to force the fluid into the gland if the 
needle is properly placed. After the needle is withdrawn 
the prostate is massaged by the finger in the rectum. For 
the injection per urethram, a specially constructed needle 
is introduced through the McCarthy panendoscope under 
direct vision, an injection being made into each lateral lobe. 
Results are equally good with both methods. The urethral 
method is easier to use with the smaller glands; the perineal 
method is preferable if there is severe posterior urethritis 
or any condition rendering endoscopy difficult. In the fol- 
low-up treatment heat is applied to the gland. There are 
few symptoms following the injection. and no undesirable 
late effects or sexual disturbances. The clinical results 
with this method in the author’s experience have been 
“almost universally satisfactory” and often “phenomenal.” 


COMMENT 


The direct application to the point of the disease of anv 
antiseptic which does not attack the tissues is always in- 
viting and usually promising. How far the mercurochrome 
is tn fact disseminated is open to question. What may 
easily be the fact is that 10 c.c. of it destroy the infection 
in an area sufficient to permit nature to overcome the 
balance. One wonders whether so drastic a method is re- 
quired when skilful electrotherapy will do so much in the 
office. I remember one case which went back fifteen years 
in the hands of many experts whom I cured in four months 
with nonoperative electrotherapy with not one day’s ab- 
sence from work. 

™. to Pe 


Lateral Approach for Operating 
On Diverticula of the der 


D. R. Melen (Surgery, Gynecology and Obstetrics, 61: 
184-189, Aug., 1935) suggests a lateral approach for operat- 
ing upon diverticula at te bladder after diagnosis is es- 
tablished by cystoscopy and urography. The method is 
shown graphically in the illustrations. By this method a 
wide exposure and direct visual control are possible; the 
operation is done extraperitoneally and extravesically; the 
ureter is easily accessible and easily identified. Only one 
opening is made into the bladder when the diverticulum is 
excised; this is closed by suture, leaving room to intro- 
duce a rubber drainage tube into the bladder. An illus- 
trative case is reported in which this operation was done 
with excellent results. 


COMMENT 


The later one opens the bladder before attempting ex- 
cision of the diverticulum the easier the removal becomes. 
Hence this extraperitoneal approach with late opening 
promises well. . 

, a 


Recurrence of Benign Obstructing Prostate 
Years After Prostatectomy 


Richard Chute of the Massachusetts General Hospital 
(New England Journal of Medicine, 213:55-56, July 11, 
1935) reports 2 cases in which there was recurrence of 
benign prostatic hypertrophy ten and eighteen years re- 
spectively after a successful prostatectomy performed by 
the author’s father. The first patient was fifty-nine years 
of age at the time of the first operation and the second 
patient forty-seven years of age. Both patients were entirely 
relieved of symptoms for years; the first patient had two 
attacks of acute urinary obstruction a few months before 
the second operation; the second patient had mild symp- 
toms of prostatism for three years (after fifteen years of 
complete relief) followed by acute obstruction which neces- 
sitated the second operation. In both cases a suprapubic 
prostatectomy was done and a hypertrophied prostate 
removed: in both the pathological examination showed 
typical benign hypertrophy. These cases represent true re- 
currence of benign hypertrophy, showing complete freedom 
from symptoms for years after the first operation, the re- 
currence of typical symptoms of prostatism, and benign 
hypertrophy of the prostate at the second operation with- 
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out “the slightest suspicion of malignancy.” In a review 
of literature the author has found less than fifty cases 
which fulfill these criteria of true recurrence of benign 
prostatic hypertrophy. As many thousand prostatectomies 
for benign hypertrophy of the prostate have been per- 
formed since 1900, it is evident that such recurrence must 
be rare, but the fact that it may occur should be recog- 
nized. In the series of cases collected, the average age 
of the patients at the first operation was sixty years; this 
is more than five years younger than the average age of 
patients operated for benign prostatic hypertrophy at the 
Massachusetts General and Johns Hopkins hospitals, and 
it may be that these patients “have prostatic cells with 
greater vitality and tendency -to proliferate than the av- 
erage.” There may also be some endocrine gland factor 
“not understood at present.” The clinical recurrences in 
this series were observed on am average of seven and a 
half years after the first operation. 


COMMENT 


No one has ever yet totally removed the prostate. Yet 
relief of clinical symptoms may be very great or sdeal. 
Remnants left behind may, in very rare cases, under 
proper conditions hypertrophy again beyond their original 
degree and cause obstruction. Palpation of the prostate 
months after operation often surprises one by the amount 
of the gland seemingly left. The larger the original en- 


largement the more certain this state is to be fens 


Pediatrics 


Antirachitic Value of Irradiated 
Evaporated Milk 


Two reports on the antirachitic value of irradiated evap- 
orated milk have appeared recently. In Philadelphia, M. 
Rapoport, J. Stokes, Jr., and D. V. Whipple (Journal of 
Pediatrics, 6 :799-808, June, 1935) made a study of the anti- 
rachitic value of this milk in Negro infants at the Children’s 
Hospital. All the infants were given non-irradiated milk 
for one month, and then one group placed on the irradiated 
milk, while a control group were kept on the non-irradi- 
ated milk. The feeding program was uniform for the en- 
tire series. No other antirachitic agent was given. The 
irradiated milk employed contained 125 U.S.P. units of 
vitamin D per 14.5 ounces; it appeared to protect Negro 
infants against rickets, but was unreliable as an agent for 
the cure of rickets when the disease developed in the un- 
protected controls. 

In New Orleans, R. A. Strong, E. F. Naef and I. M. 
Harper (Journal of Pediatrics, 7:21-36, July, 1935) made 
a study of the antirachitic value of irradiated evaporated 
milk in 22 infants under home conditions. These infants 
represented various nationalities and races, including a 
few Italians and one Negro, and lived in poor to middle- 
class homes. At the beginning of the feeding experiment, 
5 of the infants were one to four weeks of age, and 9 
were over four but under eight weeks of age; the re- 
mainder were over eight weeks of age. The irradiated milk 
contained 3.8 Steenbock units of vitamin D per ounce. It 
was found that only 2 of the 22 infants—or 9 per cent.— 
showed any roentgenological evidence of rickets, and this 
was slight. The authors conclude that irradiated evap- 
orated milk will protect nine out of ten infants living in 
average or below average homes; it has the advantage of 
being an inexpensive and convenient source of vitamin D; 
the authors are of the opinion, however, that especially in 
the early weeks of life it should be supplemented by addi- 
tional vitamin D units, although the amount of such vita- 
min D supplements needed will be less than if a non-irradi- 
ated milk is used. 


COMMENT 


Stokes et al, and Strong et al, have pointed out the value 
of irradiated evaporated milk as an antirachitic agent. The 
fact has been ascertained recently that vitamin D, derived 
from various sources, has at least four different chemical 
formulae. This difference manifests itself by a larger or 
smaller number of carbon units. Clinically it has been 
demonstrated that different numbers of rat units in vary- 
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ing types of vitamin D sources are required to control 
rickets. Lewis has shown clinically that tt takes fifteen 
times the number of rat units in viosterol to accomplish the 
same results as one rat unit of irradiated milk. In the 
treatment of rickets it would seem logical, therefore, to use 
vitamin D from various sources such as: irradiated milk, 
viosterol in haliver oil, cod-liver oil and ultraviolet irradia- 
tion. As a matter of fact we have lots to learn about 
vitamin D. 
6.4L. 5S. 


Effect of Iron and Copper Therapy 
On the Hemoglobin in Infants 


C. A. Elvehjem,* A. Siemers and D. R. Mendenhall 
(American Journal of Diseases of Children, 50 :28-35, July, 
1935) report a study of the effect of administering iron 
and copper on the hemoglobin of the blood in healthy 
infants. The iron was given as ferric pyrophosphate and 
the copper as copper sulphate in the form of a solution 
or tablets added to the food in a dosage equivalent to 25 
mg. elemental iron and 1 mg. elemental copper daily. This 
resulted in a rise of the hemoglobin of the blood from 
between 9 and 10 gm. to 12 to 13.5 gm. per 100 cc. If 
iron and copper were given in smi uller amounts (12.5 mg. 
iron and 0.5 mg. copper daily), the results were not as 
uniform or consistent as with the larger doses. In infants 
with severe nutritional anemia, it was found that the ad- 
ministration of doses of 25 mg. iron and 1 mg. copper r daily 
produced a relatively rapid rise in hemoglobin. The au- 
thors suggest that it may be advisable to add small amounts 
of iron and copper in simple readily available combination 
to the diet of some infants “to insure an optimum forma- 
tion of hemoglobin.” The amount of iron used should be 
small, as the authors’ findings (not yet reported in detail) 
indicate that the ingestion of large amounts of iron inter- 
feres with the assimilation of phosphorus and leads to 
rickets in the growing animal. The effective action of the 
iron is definitely enhanced by the addition of small 
amounts of copper, preferably in the proportion of 1:25. 


COMMENT 


It is interesting to note the relatively small amount of 
iron necessary, when combined with copper, to produce a 
rapid rise in hemoglobin in infants. I agree with Dr. Fl- 
vehjem et al, that a small amount of iron should be added 
to the formulae of our artificially fed babies, with the cau- 
tion as pointed out of not giving too large amounts. 


io oe 


The Cerebrospinal Fluid in Whooping Cough 


W. Bayer (Klinische Wochenschrift, 14 :1032-1036, July 
20, 1935) notes that whooping cough may be complicated 
by nervous symptoms, usually spasms. The author has made 
a study of the cerebrospinal fluid in 50 cases of whooping 
cough without clinical symptoms of nervous involvement 
and in 3 cases with spasms. He found that in all cases 
the cerebrospinal fluid was under increased pressure; this 
might be the only abnormal finding or it might be associated 
with an increase in the albumin or with an increased cell 
count; in some cases all three abnormalities might be 
present. Im some cases also there were other pathological 
changes—positive protein reactions and a pathological mas- 
tic curve (of the meningitis type). The changes were as 
marked in the clinically uncomplicated cases as in those 
with nervous symptoms. The findings varied not only in 
different cases, but also at different times in the indi- 
vidual cases in which repeated lumbar punctures were made. 
These findings indicate that there is frequently an irrita- 
tion of the meninges in whooping cough, which is to be 
attributed to the action of the toxin of the infecting bac- 
teria and also in part to the sudden changes in cerebro- 
spinal pressure and to the venous stasis resulting from the 
severe paroxysms of coughing. 


Diagnosis of Congenital Syphilis 


N. R. Ingraham, Jr., of the Philadelphia General Hos- 
pital (Journal American Medical Association, 105 :560-562, 
Aug. 24, 1935), describes a method for the early diagnosis 
of syphilis in new-born infants of syphilitic mothers by 
dark-field examination of scrapings from the wall of the 
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umbilical vein. The specimen for examination is obtained 
from the distal end of the umbilical cord (nearest the 
child) and is examined as soon as possible after the child 
is born. In 87 living children of syphilitic mothers in 
which this method was used, the dark field examination 
was positive in 19, or 21.8 per cent., at a'time “when other 
clinical criteria and laboratory aids are unsuccessful.” 
Since 35 of these living children were subsequently found 
to have syphilis, a negative dark-field examination at the 
time of birth does not rule out the disease, but it proved 
of definite value since it established the diagnosis a few 
hours after birth in 54 per cent. of syphilitic children. 


Convalescent Serum for the Prevention of 
Common Contagious Diseases in Children 


C. Kerestzturi, D, Hauptman and W. H. Park (American 
Journal of Diseases of Children, 50:309-323, Aug., 1935) 
report a study of the value of convalescent serum in pre- 
venting cross infection in the children’s service of the Fifth 
Avenue Hospital from June, 1931 to July, 1934. In this 
period convalescent serum has been used prophylactically 
without quarantine against measles, German measles, chick- 
enpox, whooping cough, scarlet fever and mumps. In cases 
of whooping cough, scarlet fever and German measles 
neither the children treated with serum nor the untreated 
controls shown any cross infections. In one outbreak of 
mumps no second case developed in either the treated or the 
untreated group; but in a second outbreak, there was no 
cross infection in the serum treated group, but an inci- 
dence of 2.8 per cent. in the controls. In one outbreak 
of chickenpox, there was no cross infection in either 
group; but in a second outbreak the serum treatment ap- 
peared to fail, as the incidence of infection was 15 per 
cent. in the treated group and only 1.5 per cent. in the 
controls. The different outbreaks of measles produced 
varying amounts of cross infection, but the incidence was 
less in the serum treated group, varying from 0 to 22 per 
cent. in this group, and from 0 to 50 per cent. in the con- 
trols. The average rate of cross infection in the different 
outbreaks of measles was 7 per cent. among the serum 
treated patients and 25 per cent. among the controls. In 
a review of the literature, very little was found on the use 
of convalescent serum in the prophylaxis of any of these 
children’s diseases other than measles. The data collected 
on measles indicate very clearly that the use of conva- 
lescent serum has a definite prophylactic value in lowering 
the incidence and reducing the severity of the disease. The 
authors emphasize the importance of controls observed 
simultaneously with serum treated patients in determining 
the value of convalescent serum. 


Treatments of Enteritis in Children 
With the Raw Apple Diet 


ms Giblin and M. D. Lischner (Archives of Pediatrics, 

2 :355-300, June, 1935) report the use of raw apple in the 
treatment of 130 cases of enteritis in infants and children, 
ranging in age from one month to eight years of age. The 
first group of cases treated were observed during an epi- 
demic of dysentery. In the entire series of 130 cases there 
was one death, a mortality of 0.8 per cent. The treatment 
consisting in giving one to four tablespoonfuls of ripe 
raw apple, grated, every two hours day and night for forty- 
eight hours; for children who objected to the acid flavor of 
the apple, one inch of ripe mashed banana was added to 
each tablespoonful of apple. Water or weak tea was 
given by mouth; and in some cases, especially in younger 
children, fluids were also administered parenterally. In 
a few cases the apple diet was continued for three to four 
days; as a rule the stools became normal and the tempera- 
ture dropped within forty-eight hours. 


In giving erysipelas antitoxin after the initial doses and 
the disease is coming under control, it may be worth while 
to give small doses of sertim daily for several days to pre- 
vent a recurrence. 


When forcing fluids do not forget to give a reasonable 
amount of salt to hold the water in the tissues. There is 


not much advantage in giving a lot of fluids and having 
them immediately passed out. 
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Editorials 





Diseased Tonsils in Old Age 


Searching for diseased tonsils in advanced age is 
not routine. We tend to pass the condition over as 
a disease of younger years, A few days ago the 
writer saw a woman of sixty-five who had severe 
lumbago which was not relieved by ordinary meth- 
ods; searching for a focus an abscess in the tonsil 
was found whith yielded a dram and a half of pus. 
She had no throat symptoms and was not conscious 
of anything wrong in that area. This is rather a 
common finding if one is on the lookout for it. On 
six other occasions the writer has found abscessed 
tonsils, causing no subjective symptoms, the patients 
exhibiting evidence of what is ordinarily known as 
“old age.” Relief from the tonsil condition caused 
marked changes in the patients. In the first case 
described there was a tendency to suggest that the 
patient was malingering—a dangerous suggestion. 

These abscessed tonsils are very often the cause 
of lumbago or sc‘atica. Almost always the drainage 
of the abscess causes no change in the symptoms at 
first but after a few weeks the patient improves. A 
vaccine may help. We must not neglect to examine 
the tonsils in aged patients. 

M. W. T. 


Dumbness and Guile 


It is rumored that the antivivisectionists are 
hatching a plan designed to get the dogs out of the 
cities. This, while apparently humane in motive, 
is thought to have as its strategic objective the get- 
ting of the dogs out of the laboratories, most of 
which are in cities and could not very well ruralize 
themselves. 

It is such behavior that serves to acquit the anti- 
vivisectionists, in the minds of many people, of 
being hypocrites, for the rumored plan would be 
accepted, on its face, as one such as earnest and 
unhypocritical people might very well sponsor, but 
for very different reasons. 

It is obvious enough that your classical antivivi- 
sectionist is an individual with a smoke-screen psy- 
chology. Preoccupied consciously and unconsciously 
with the idea of cruelty, and getting a great emo- 
tional kick out of real or imagined episodes, he 
often makes intentionally ineffective protestations 
against experimentation, or, as in the present in- 
stance, concocts an impractical scheme reeking with 
seeming kindness. Thus he is guileful and at the 
same time dumb. There need be no fear that the 
experimental laboratories of the cities, which have 
for so long served the antivivisectionists as red her- 
rings, will suffer from embarrassment. 

There are good reasons why dogs should not be 
domiciled in cities by those professing to love them 
—persons probably as hypocritical, in general, as the 
antivivisectionists. Is there anything natural, normal 
or beneficial in city-apartment dog life? Is it not, 
in reality, a phase of cruelty to animals, rationalized 
by sentimentalists into accharming custom? Should 
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any dog live in a steam-heated apartment, pampered, 
overfed, underexercised, and deprived of reproduc- 
tive activity ? 

With respect to the dog as a health hazard much 
might be said. Cats are banished to the backyards 
and do not pollute the streets. The dung of horses 
is taken care of by the street cleaners, The dogs use 
the sidewalks—and how! With the appearance of 
children upon the sidewalks in the warm weather, 
for the purpose of play, certain dread infections 
make their entry. Is this only a coincidence? It is 
true that at all seasons more or less of the vast 
deposit of canine feces is tracked into the homes of 
the people, upon the floors of which the children 
play, but it is with the advent of Spring that they 
especially mire themselves in streets never before 
so disgraceful in point of fresh fecal contamination 

It is guileful of the antivivisectionist to utilize 
such a good smoke-screen. He is dumb in thinking 
that other people do not see through both the screen 
and the screened. And what is it that they see? 
They see the object of the antivivisectionist’s solici- 
tude—the dog—continuing to live in the city and the 
antivivisectionist getting his usual kick out of a 
cruel situation. 


The Strain Is Sometimes Too Great 


Lincoln “thoroughly believed that his unknown 
grandfather [his mother was born out of wedlock] 
was somebody of intellect and character.” This 
fact—as well established as any other of his life— 
enabled him to compensate for his feelings of in- 
feriority and had everything to do with his political 
and social rise. But the strain put upon him to ad- 
just to his heroic role accounted for the cycles of 
depression that so plagued his life. It is not at all 
likely that his belief in such an ancestor was well- 
founded, but such beliefs are sometimes potent, 
however uncertain the foundations. In Lincoln the 
belief worked out wonderfully well. In the Wash- 
ington of the present time some beliefs would be 
better abandoned. 


Auto-Da-Fé 


It would seem that a certain amount of carnage 
is just as essential in this age as in any previous 
one, In slack ancient times burning at the stake 
whiled away many pleasant hours. In lieu of war 
we now run up a considerable daily sacrifice on the 
traffic lanes of the country. The efforts of well- 
meaning people to bring home the horror of it all 
seem rather naive, when one reflects upon the 
habituation of the public to the carnage of war, of 
the industrial treadmill, of crime, and of the lynch- 
ing-bee, and upon the mob’s demands for the 
brutalities and cruelties of the movies. Horror is 
exactly what the masses love, and circus and plane 


- Stunts are fascinating in proportion as they hold 


out the hope of disaster. 
The craving for violence whereby cruel emo- 
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tional needs are assuaged seems to be most marked 
in our country. Such things are invoked by realis- 
tic social observers as gauges of the level of our 
culture. They seem at times to belie our professed 
desires and aims. To the medical profession they 
are of direct interest, since it is we who take charge 
after the assassin’s bullet or the armaments of war 
have done their work. It is all part of the day’s 
work, but we do not miss any aspect of the problem. 





Can It All Be True? 


It has come to our attention that many authors 
are discontinuing the use of many-lettered titles 
and limiting themselves to the M. D. One of the 
holders of such a title informs us that he has been 
disappointed in the pomp and pageantry of certain 
annual meetings, which he has found too reminiscent 
of old-time torchlight political processions and fra- 
ternal order orgies (nothing said about incense), 
and that he has discovered that many family doc- 
tors have been offended by the air of arrogance with 
which some of the gaudily lettered. gentry have re- 
galed them, It seems that such men as our inform- 
ant find satisfaction enough in their democratic 
societies, particularly the county societies and the 
smaller specialty groups of limited membership and 
with a hospitable attitude toward non-members. 
Round-table discussions that make for closer con- 
tact with neighbors seem to provide the most in- 
spiration and information. 

Never having been privileged to attend a con- 
clave of the aforesaid hierarchies, we have been 
unable to form a first-hand opinion as to the metal- 
lic hats and emblazoned regalia that presumably 
adorn the noblesse, and have maintained strict neu- 
trality, not to say skepticism, toward certain al- 
leged antics. We do not go so far as to say that 
we refuse to believe the allegations, since our in- 
formant and others whose experiences tend to 
confirm him are men of note in the profession. At 
the present writing we have neither condemnation 
nor applause for the dissenters. 


Now It Can Be Told 


The Journal of the American Medical Associa- 
tion, under date of August 31, told us editorially 
that in certain medical colleges the almost com- 
plete dependence on the income from tuition fees 
for the maintenance of the schools is bringing about 
failure to limit admissions to carefully selected and 
well qualified students. Deplorable conditions are 
consequently developing. 

We have wondered a bit ourselves at the fearsome 
personnel in some quarters, but the real cause of 
the trouble never occurred to us and we have been 
completely misled by the smug insistence that se- 
lection was rigidly applied. 








Coronary thrombosis without pain requires skill to 
diagnose. 





The new serum for prevention and modification of 


measles should be from country women since they have 


more immunity than their city neighbors. 





The malarial zone is creeping towards Rhode Island. 
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Miscellany 





The Doctor Also Delivers the De Luxe Job 
Harry N. Jennett, M.D., Kansas City, Missouri 


ECENTLY we bought a new car—you know, 

as advertised in the magazines, 6 colors, bath- 

ing beauty in the foreground without accessories, 
$595.00, F.O.B. (Find out beforehand.) 

Well, it seemed for the moment, that we could 
“take” it!—It seemed like a good idea at the time, 
so I told the man to wrap it up. The salesman 
turned on the radio and went into his dance. 

I figured, though, that the $595.00 would just 
about reduce the jolly old bank account to a mere 
chassis, too, but with a few accessories and extras 
maybe it would stand $600.00. Then, he began to 
figure, kinda clothing the figure; the salesman 
wielding the graphite and waving the dotted line 
while I was merely standing there, like sales resis- 
tance stripped to a mere gasp (So now we know 
why the new car advertisements use a bathing 
beauty). . 

Of course, said he, you understand, the $595.00 
is F.O.B. plus ad valorem and cover charges, 
carrying charges and other charges (Of a charge 
to keep J have!). Roughly, to wit, viz. and 
namely : 


Greek ad GOES... diss swardeders $595.00 
EE “cath ohh kn g kon <osuaeeeeaeie 60.00 
I, Ss on dawn doe dihdd vithien winb 60.00 
ED sau 5 on 4-40 atnkid Ohale cou 60.00 
ey GID os a ngs wavndue ads wan 60.00 
Teey coumt wp Ele .......cccascsees 60.00 
tt Pe acct shes ean Ginew des 22.00 
DD cbddgess ct fnncia Padetee ek send 60.00 
WEN van ness dckanaie de keene 22.00 
Old car trade in value, fully equipped 60. 

RO DI ob dic cape csdaiveceiea $809.42 


So I say I wrote a check on the Plumbers and 
Physicians Consolidated Bank Limited for a new 
auto. I had already learned, though, through asso- 
ciation with the plumbers, that things were not 
always what they seemed until itemized. But I 
seemed different—I could understand—“take it”. 

Finally I got to brooding over the extras and 
emoluments withal, but was determined to smile it 
through, sport model fashion, for quite some 
time... 

When the wife of Lowe N. Behold, the Branch 
Manager, telephoned to please hurry home and 
bring the Doctor! 

Now, their doctor was out playing golf; and still 
another doctor was at the races; and there was I 
and his wife in labor also; so he thought of me 
the first thing—“And if not too much trouble” . . 
Here was opportunity knocking right on the new 
car door. I said, “jump in!” ... 

So after all was said and done, I “itemized him” 
my bill, in a manner of speaking: 
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The Blue Boy Special’ 
Sealed Motor? 

Going out and starting car* 
Tudor Grand Slam? 

Air Flow 

Extra loud Siren* 

Body by Fischer 

De Luxe extra® 
Midsection seating® 
Adjusting knee action 
Electric hand 

Dual lamps and drops* 
Grease job over all 
Washing and servicing 
Windshield wiper, extra® 
Ash tray and cotter pins® 
Real hydraulic break’ 
Hot water heater 

1 Luggage carrier™ 
Shortening water hose (to order)!” . 
Title and new car guarantee!’ 


born blue. 


clamp gadget. 
t. 


in eyes. 


on doctor. 


report and postage. 





Reterring the Patient 


@ Irving Wilson Voorhees, M.D., 
New York, N. Y. 





O MOST of us, the referring of a patient to 

another physician is a very simple matter. All 
you have to do is buzz for your Secretary and tell 
her to give the name and address of Dr. Fixit to 
Mrs. Needit, and with a wave of your hand call 
“next.” 

Just how Mrs. Needit makes use of such in- 
formation we do not know, but a few days ago 
we saw Mr. Needit, presumably her husband, de- 
scend upon Dr. F. something after the manner of 
the fabled Assyrian wolf’s descent upon the fold 
of his prey. He blew in with a newspaper in his 
hand and accosted Dr. F’s refined colloge graduate 
woman-in-white about as follows: 

“Hey! Is the Doc. in?” This was Dr. Fixit’s 
regular office hour, as one might read on the outer 
door, and the waiting room held several uneasy 
patients. 

“Yes. Just what can I do for you?” answered 
the demure one somewhat falteringly. 

“You? You can’t do a darned thing for me. I 
told you I want to see the doctor.” 

“Very well. Have a seat, please. I will speak to 
him. What name shall I say?” 

“Oh, never mind about the name, tell him Doc. 
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Stringem sent me over here. That'll be enough.” 

And so Miss Demure withdrew into the shad- 
ows of the sanctum where she remained some 
minutes. In the meantime Mr. Needit kept his hat 
on his head and, instead of sitting down, paced the 
floor and whistled a tune. Upon returning Miss 
Demure told him to take his turn, which he did 
with ill-concealed grace or lack of grace, and finally 
he was admitted to the sanctum sanctorum. 

Now Dr. Fixit is a “high-toned” specialist, aus- 
tere, dignified and taciturn. It struck me that no one 
could ever “get fresh” with him. I had known 
him some years, but his first name was still a 
stranger to my lips, and I never could find a line 
of conversation which would open up his dis- 
tinguished reserve. This was, no doubt, a telling 
point in his success; for patients were half afraid 
of him, as a rule. They did not, after the first at- 
tempt, try to exact an answer to a silly question. 
To smoke in his reception room, or to chew gum in 
his consultation room, well, it just seemed so much 
out of place that no one had ever tried it. People 
were always wondering just what Dr. Fixit would 
have said if he had said it, but they were left won- 
dering, and he certainly got them well without any 
undue conversation. Dr. Fixit is the shining ex- 
ample of what a specialist ought to be in the minds 
of the interns, and is very generally envied, per- 
haps hated a little, by his less successful con- 
freres on the attending staff. They cannot imagine 
why he is so sought out, while they are left hobbling 
along in spite of every effort to please patients, in- 
cluding prolonged conversations on the stock mar- 
ket and the condition of the Nation. Nobody ever 
heard Dr. Fixit say a word about either of these, 
but it was assumed from his silence in all other 
matters that he knew about speculation and politics 
as well. 

I just wondered what would happen when Mr. 
Needit thundered into Dr. F’s inner office, and so 
I did a little spying. Needit, his hat tilted over 
one ear, and his thumbs in his vest, stalked in when 
the nurse said, ““The Doctor will see you now, Mr. 
Needit.” 

“Are you Doc. Fixit?” queried N., walking 
briskly toward him as if to shake hands, but Dr. 
F’s hands were engaged, and he seemed not to 
notice the gesture. Instead he stared at N. with 
that through-and-through steel bullet expression. 

“Have you an appointment?” 

“Hell, no, I didn’t need any. Doc. Stringem just 
said to go around and see you, that’s all. He didn’t 
say nothin’ about callin’ up. Guess he thought you 
wouldn’t be busy. I’ve got a pain in my back, just 
a cold, that’s all, and Doc. thought you’d better put 
on that new-fangled light. Said he could do it, only 
he ain’t got one.” 

That was enough to open up the silent, smolder- 
ing volcano, and it was a treat to me to hear and 
see Fixit handle this hombre. 

“Young man, your manner is exceedingly dis- 
tasteful to me. I do not propose to have you or any- 
one else come in here and tell me what to do. The 
way out is the way you came in. Is there anyone 
waiting, Miss Demure?” 

Needit, for once in his life, seemed stunned. He 
tried to offer a stumbling apology, but Dr. Fixit 
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moved toward him with a deprecating wave of his 
hand, and the unwelcome visitor quickly withdrew 

Then, Dr. Fixit quickly reached for the telephone. 

“Hello! Dr. Stringem? Well, this is Dr. Fixit. I 
have just had a wild bull in my office who says 
you sent him over. He had no appointment, his 
ong was distinctly insulting, and I threw him 
out. However, I feel that he was not properly in- 
eee at your office. After this, you will please 
give patients a line on a card of introduction and 
ask them to call up my Secretary. She will tell the 
prospective patient when to come and give other 
desired information. That is all”. He turned to 
me . 

“There ought to be embodied in the course of 
instruction in medical school, or in the principles 
of ethics, a little necessary information about send- 
ing patients to other physicians. Last year an old 
acquaintance of mine ’phoned in the evening and 
asked me to see a child for him in the town where 
I am living. He had examined the boy in the late 
afternoon and was unable to decide whether he 
should be sent to a hospital or not. I asked him if 
he could meet me there, and he begged to be ex 
cused, saying that he had had a hard day, and 
that I could handle the patient in any way I deemed 
necessary. And here is where I made my mistake 
—I went. The house was a large, detached one, 
well-furnished, and the owner, the father of the 
child, who met me at the door, had all of the 
appearances of one who lived comfortably and 
enjoyed it to the full. I examined the child very 
carefully and decided that no operation was neces- 
sary, but prescribed in writing the treatment to 
be carried out. When I reported later by ‘phone 
to the physician in charge, I asked him what 
amount should be billed to this house, and he said 
that inasmuch as it was a consultation I should send 
in a bill for my regular consultation fee. Well, I 
ordered my secretary to send a statement on the 
first day of the month for $25.00. Many such bills 
were sent, followed by complete silence, and so in 
the course of time a collector received the usual 
sheaf of delinquent statements. A few days later, 
this father sent a check for $10.00 with a sarcas- 
tic note to the effect that the bill was outrageous. 
His doctor had told him that ‘Dr. Fixit was a 
neighbor living hard by, and that he would be very 
glad, he felt sure, to run in and just see what 
was what. This was no consultation. I had merely 
looked in and assured him that everything would 
be all right, and it was. He gave me that satis- 
faction. But inasmuch as I had not performed 
any operation, nor rendered any useful service, 
he felt that he was being very generous in sending 
me $10.00 in full. What did I do? I charged my- 
self with $15.00 worth of experience and cashed 
the $10.00 check without replying to the outraged 
layman. But never since have I agreed to any so- 
called consultation in the absence of the sending 
physician. 

“By way of contrast, there is Dr. Jones who lives 
on your street. Any patient from him is sure to 
have the right attitude. He has confidence long 
before he comes in sight. 

“One day I happened to be in Dr. Jones’ office 
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while he was giving the necessary instructions to 
a wag who was somewhat on the style of Need- 
it. 

said Jones, ‘you have a condition 


‘Mr. Payne’, 
which I do not fully understand and upon which 
I would like to have the opinion of the best man 


I happen to know in this line. His name is Dr. 
Clifford Gattem and his office is easily reached 
from yours. I will call Dr. Gattem some time today 
and tell him that you are going to ’phone his sec- 
retary for an appointment. My nurse will give you 
his number and tell you the best time to “call up. 
Dr. Gattem is a very high-class man, and I would 
gladly send anyone in my family to him if in need. 
He is connected with the Hospital, which, 
as you must know, has on its staff men of the 
highest reputation only. What does he charge? That 
you can determine when you ’phone to his office. He 
is not cheap. I would not send you to a cheap man. 
You require. the best medical service and, of 
course, the best always costs more than service of 
uncertain quality. Miss Smith! Will you please 
give Mr. Payne the necessary data for an appoint- 
ment with Dr. Gattem?’” 
(Concluded on page 330) 
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CLASSICAL PARAGRAPH 


He shall therefore burn that garment, whether warp or woof, in woolen or in linen, or any- 


thing of skin, wherein the plague is: for it is a fretting leprosy; it shall be burnt in the fire 


Attributed to Moses about 1300 B.C., Leviticus XIII, 52. 


A Popular German Booklet on Blood Pressure 


BLUTDRUCK DES MENSCHEN. By Dr. A. Hesse. + 
Mainchen, Otto Gmelin, [c. 1934]. 43 pages. 8vo. Paper, 
(Forms Heft 47 of Der Arzt als Erzieher.) 


DER 
Aufl, 
RM 1:20. 
The author devotes 48 pages to a simple discussion of the 

subject. In nine captions he takes up 1. The method 

measuring blood pressure ; 2. Normal blood pressure ; 3. Low 
blood pressure; 4. Marked hypertension; 5. Moderately 
high blood pressure; 6. Arteriosclerosis; 7. How do we 
preserve a normal blood pressure? 8. Treatment of patho- 
logically altered blood pressure; 9. The significance of 
Sanitaria (Kurorte) in the treatment of cardiac and vascu- 
lar diseases. The brochure is well written, in plain lan- 
guage, understandable for an intelligent laity and calcu- 
lated to relieve some of the dread, so common amongst 
some people, who suffer from the “little knowledge, which 
is often so dangerous a thing.” It avoids moot-points and 
sticks to commonly recognized facts. It has a definite 
function for many who are worrying their souls over an 


intricate and popularly much abused subject. 
J. M. Van Cort. 


A Primer on Race Culture 


DIE GRUNDGEDANKEN DER ERBKUNDE UND RASSEN- 
HYGIENE INFRAGE UND ANTWORT. By Dr. Hans Krauss. 
Miinchen, Otto Gmelin, [c. 1935]. 63 pages, illustrated. 8vo. 
Paper, RM 1.80. (Forms Heft 71 of Der Arzt als Erzieher.) 
This is a brochure of 63 pages, written in the form of 

Questions and Answers. The Author gives a really clear 

conception of the Mendelian Law and draws from other 

sources on the science of heredity. There are five main 
topics; A. Research work on heredity; B. Research work 
on cells; C. Human hereditary; predisposition; D. Heredi- 
tary diseases; E. Race hygiene. There are 32 illustrations. 
It has been written for educated people, and is evidently 
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expected to sell the idea of sterilization of undesirable 
humans, in the best interest of the German race, its pub- 
lication having been authorized by the Commission of 
Censors. 


J. M. Van Cort 


More About Birth Control 


THE TECHNIQUE OF CONTRACEPTION. An Outline. By 
Eric M. Matsner, M.D. Second Edition. Baltimore, Williams & 
Wilkins Co., 1934. 8vo. 38 pages, illustrated. Paper, 50 cents 
The size of the problem of contraception is difficult to 

conceive unless one has followed its development. Dickin- 

son has estimated that in the United States alone a deci 
sion for pregnancy and protection against pregnancy 

“arises about three million times a day.” 

_ Preventive medicine is the order of the day. To per 

form his function properly in this branch of medicine, the 

physician must know the technic of contraception 
Indications for contraceptive advice are given in the 
second edition of this outline. Methods are listed and de- 
tails of each method fully given. The methods most suc- 
cessful are detailed while those found impractical for 
general use and uncertain and questionable are tabulated 

Furthermore those methods needing further “experimental 

and development research” before being prescribed for gen- 

eral use are segregated. 

Line drawings by Dickinson—always 
very materially in clarifying the technic. 

The most practical and successful methods are of course 
given full consideration—the diaphragm or cap in conjunc- 
tion with a spermicidal jelly. It is reasonable to hope that 
eventually we may discover a vaginal chemical preparation 
that is entirely effective by itself. If and when this is done 
contraceptive technic will be unnecessary but until the ideal 
contraceptive is discovered more research is needed and 
more experience with existing methods is required. Physi- 
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cians must accept the responsibilities of this most important 
branch of preventive medicine. 

This outline of the technic of contraception is an ideal 
guide for the physician and should be in every practition- 
er’s library. 

H. B. MATTHEWS. 


Care of the Physically Handicapped 


THE CRIPPLED AND THE DISABLED. Rehabilitation of _ the 
physically handicap in the United States. By Henry H. Kess- 
ler. New York, Columbia University Press, 1935. 337 pages. 
&vo. Cloth, $4.00. 

.The author of this work has endeavored to submit for 
our consideration the study and care of the physically 
handicapped whether such is the result of disease or con- 
genital anomaly, industrial accident or war disability. 

Information is set forth in this book to guide the phy- 
sician in arriving at cenclusions as to the degree or per- 
centage of residual disability that is present. In justice 
both to the injured and to the insurance company one 
should be able to render an approximately accurate opin- 
ion of the permanent disability remaining. 

It goes into the history of the cripple and their presence 
with us through the ages, including the social attitude and 
problems presented. The work suggests ways and means 
of keeping those physically handicapped busy by tasks not 
requiring physical exertion. Vocation training is empha- 
sized particularly in reference to our post-war disabled, 
who really deserve all the consideration a good citizen 
can give. 

In 1930 the estimated census of crippled in the United 
States was placed at 304,541 an increase of 14,622 over the 
1920 census. With an increase such as this the a 
must keep apace with the times to recognize and cure or 
prevent the percentage from mounting. 

The author urges the overcoming of social prejudice and 
a campaign of educational propaganda, which he believes 
would solve the difficulties without resort to any revolu- 
tionary changes in our method. 

The names are given of great thinkers, leaders and edu- 
cators who were physically handicapped, but nevertheless 
were restored to useful society either by self-control or 
rehabilitation methods. 

Finally is appended the compensation provisions for 
second major injuries in those states not having second 
injury funds, and legislation enacted in all the states for 
the care of the crippled and defective. 

Josern I. Nevins. 


An Instructive Collection 


ILLUSTRATIVE ELECTROCARDIOGRAPHY. By Joseph H. 
Bainton, M.D., and Julius Burstein, M.D. New York, D. Apple- 
ton Century Co., [c. 1935]. 258 pages, illustrated. Oblong 16mo. 
Cloth, $5.00. 

The aim of this volume is to present typical electrocar- 
diograms of every condition in which electrocardiography 
is of value. The discussion consists mainly of pointing out 
the part of the tracing which is abnormal and indicating 
what condition this represents. In the early part of the 
book attention is drawn to only one abnormality at a time 
while in the later pages more complex diagnoses are made. 
The records are extremely good and beautifully repro- 
duced. The book is not designed for the specialist but as 
an aid to the general practitioner. If any criticism might 
be offered it is that rather more explanation of the mechan- 
ism by which the abnormality is produced would be of 
value as by almost wholly neglecting this the tendency 
would be to produce oan a tracing matcher. Neverthe- 
less oe book covers the field completely with admirable 
records 

J. Hamitton CrAwForp 


Biography of a Great Leader 


SAMUEL GRIDLEY HOWE. By Laura E. Richards. New York, 
D. eo wt Company, [c. 1935]. 283 pages, illustrated. 
8vo. Cloth, $2.50. 

Mrs. Richards has written a most fascinating account of 
the life of her distinguished father. It covers a period of 
fifty years of unceasing effort by a most noble crusader 
and a valiant reformer. 

Dr. S. G. Howe was a deeply learned physician, the 
master of a style in English matched by very few scien- 
tific authors, an orator of high quality, a born leader of 
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men and a champion of the cause of the unfortunates in 
life. 

Dr. Howe did his undergraduate work at Brown Univer- 
sity and studied medicine at Harvard. Immediately after 
his graduation from the latter institution, he volunteered 
his services as a medical attendant and soldier in the Greek 
war for independence from Turkey. He spent six years 
of his life in Greece, and cultivated there the friendship 
of Lord Byron, a crusader for the same cause. It was 
his sad duty as a friend and physician to be present at the 
untimely death of the great poet. 

Dr. Howe’s return to this country marked the inception 
of a career which left its imprint on every phase of the 
humanitarian movement of the first half of the nineteenth 
century. He became the head of the Perkins Institution 
for the Blind in Boston, which institution he supervised 
until the late years of his life. A chapter is devoted to 
Laura Bridgman, a deaf, dumb and blind child, whose edu- 
cation was so thoroughly supervised by Dr. Howe. On his 
honeymoon trip to Europe, he made the acquaintance of 
Florence Nightingale and encouraged her to pursue her ac- 
tivities in the nursing profession. He followed with great 
interest the efforts of Dorothea Lynde Dix to improve the 
sanitary conditions of jails, almshouses and asylums for 
the insane. He helped Horace Mann reorganize the school 
system in the state of Massachusetts and Seosten a system 
which was later adopted throughout the states. Prison re- 
forms were instituted by Dr. Howe with the assistance of 
Charles Sumner and Dr. Horace Mann. Nor did the 


feeble-minded of the state escape his attention. He was - 


one of the stanchest supporters of the movement for the 
abolition of negro slavery. 

During the Civil War, he was instrumental in organizing 
the Sanitary Commission for the North. It was on one 
of his tours of inspection of the different camps and hos- 
pitals that his wife, Julia Ward Howe, wrote “The Battle 
Hymn of the Republic” on a piece of Sanitary Commission 
paper. 

What a glorious life, and how nobly spent! He saw 
ahead of his generation and was privileged to witness the 
fulfilment of his plans. 

WILitraAM RACHLIN. 


“As Others See Us!” 


THROUGH THE PATIENT’S EYES: HOSPITALS, DOC- 
TORS, NURSES. By Sister John Gabriel, R.N. Philadelphia. 
J. B. Lippincott Co. {c. 1935]. 264 pages. 12mo. Cloth, $1.50. 
Although entitled THROUGH THE PATIENT'S 

EYES this small volume is interesti:.g and educational 

reading for the nurse, doctor and administrative official. 

From it we can readily glean the various factors and 

agencies that enter in assuring the patient a hospitalization 

that will be short and pleasant; one that will assist in a 

speedy recovery. 

The author enumerates various contacts that leave im- 
pressions upon the sick patient—a word of “sympathy and 
understanding” from the admitting clerk, a “pleasant greet- 
ing” from the floor supervisor, the “personal interest” and 
“cheerfulness” of the patient’s nurse, the “approach” and 
optimistic encouragement from the patient’s doctor, the 
“affection” and “entertainment” of friends and relatives. 

Medical treatment in itself is insufficient in the treat- 
ment of the patient. It must be tempered with the psycho- 
logical handling of the patient. This important phase of 
treatment is usually entirely disregarded or at most con- 
sidered by few. It is this personal interest with its sym- 
pathy and understanding and the method for the procedure 
of attainment of such treatment for the patient that 
THROUGH THE PATIENT’S EYES should be read not 
alone by the doctor but also by the nurse and the admin- 
istrative official and such individuals that may have some 
contact with the patient in the course of his treatment. 

Saut M. PENNER. 


A Novel About the Physician Beginning Practice 


BARRY SCOTT, M.D. By Rhoda Truax. New York, E. P. 
Dutton & Company, [c. 1935]. 279 pages. 12 mo. Cloth, $2.50. 
The author has written two other books with a medical 

background—“The Hospital,” dealing with the hospital 

life of the young doctor, and “Doctors Carry the Keys” 
which tells the story of the doctors in a large private 
sanatorium for mental cases. In “Barry Scott, M.D.,” she 
tells of the early years of private practice. 

The author is the wife of a physician and is correctly 
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glib with medical phraseology, but as she has written a 
very readable novel and not a biography, she has empha- 
sized the hero’s human frailties, any dey conceded his 
professional ability. Socially the story a happy ending 
in the restoration of the doctor’s love for his wife after 
her rescue from drowning on the rocky shore of Massa- 
chusetts. The rescue, with airplanes and everything, is 
well done. And the book, as a whole, is not bad. 
J. RAPHAEL. 


Home Economics 
NUTRITION. By Margaret S. Chaney, Ph.D. and Margaret Ahl- 

born, M.S. Boston, Houghton Mifflin Company, [c. 1934]. 436 

pages, illustrated. 8vo. “Cicth, $3.00. 

This book is planned as a text in nutrition, to be used 
by students in Home Economics. It is devoted largely to 
a consideration of the normal individual and takes up in 
intensive detail, although elementary,.the physiology of 
metabolism. 

The chapters on energy balance represent an accurate 
description of our knowledge of this subject. There are 
several good chapters on internal respiration of food 
components. Mineral and vitamin metabolism is brought 
thoroughly up to date. 

The authors close with a comprehensive appendix which 
includes the chemical analysis of common foodstuffs. 
Each chapter ends with problems and laboratory exercises 
for the student in Home Economics. This book should 
prove interesting and of value to the physician interested 
:n the physiology of metabolism. 

Wruram S. CoLtens. 


Thoracic Surgery 


SURGICAL DISEASES OF THE CHEST. By Evarts A. Graham, 
M.D., J. Singer, M.D. and Harry C. Ballon, M.D. Philadel- 
phia, a & Febiger. [c. 1935]. 1070 pages, illustrated. 4vo. 

loth, $15.00. 

In this ponderous volume there is presented to the medi- 
cal profession one of the most complete and comprehensive 
books on the subject to which this book is dedicated. Sev- 
eral authors have collaborated in making this presentation 
possible and all are of unquestioned authority in their 
respective fields. Besides the authors, contributions have 
been made by Drs. David H. Ballon, Ralph Matson, Ray 
Matson, and Miss Helen Lamb, R.N., Chief Anesthetist to 
Barnes Hospital and St. Louis Children’s Hospital. 

So voluminous a work defies any sort of detailed de- 
scription in so brief a review. Suffice it to say that the 
present status of the surgical handling of diseases of the 
chest could scarcely be more adequately covered. The style 
of each of the several authors is most readable, and the 
illustrations in which the book abounds, could hardly be im- 
proved upon. Particularly in the matter of present day 
surgery and its place in the treatment of pulmonary tuber- 
culosis could there be a more comprehensive and at the 
same time more sanely balanced presentation of the sub- 
ject. 

The application of chest surgery has been increasing 
with leaps and bounds during the past five years and will 
unquestionably continue to do so. Hence, more and more 
surgeons are becoming chest conscious. They should turn 
to this volume with avidity and complete its perusal with 
the utmost satisfaction. This work belongs in the library 
of every present day alert surgeon and internist. 

Foster Murray. 


An Osteopath on Medicine 
COMMON SENSE HEALTH. By Dr. Lucius M. Bush. New 

York, Liveright Publishing Corporation, [c. 1935]. 310 pages, 

illustrated. 8vo. Cloth, $2.50. 

This popular book lends a new slant to disease, because 
it is written, not by a physician, but by an osteopath. Its 
purpose is to apprise the layman of means to avoid surgery, 
and to do for himself as much as possible without having 
to consult the doctor. So far, so good. But let’s wander 
into the text, and look under “Diphtheria,” for example. 
We here read that osteopathy is better than antitoxin in 
the cure of that disease; also, that toxin-antitoxin is not 
a positive preventive of diphtheria. The impression is 
created that insulin is of little or no value, because dia- 
betes is more prevalent in spite of its use. For Hay Fever, 
desensitization is out of the question—the treatment con- 
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sisting of inserting the little finger into the nose to enlarge 
the passage. 

That the author has sought much of his information 
from medical literature is obvious; but that he has dis- 
torted its interpretation in not a few instances to fit his 
purpose, namely to avoid the knife and the needle, is also 
clearly observed. Had the author avoided the pitfalls of 
disparaging certain recognized beneficial procedures, his 
aims and purposes would have assumed praiseworthy pro- 
portions. 

EMANUEL KRriIMSKY. 


Arthritis 


THE TREATMENT OF RHEUMATISM IN GENERAL PRAC 
TICE. By W. S. C. Copeman, M.A. Second edition. Baltimore, 
William Wood & Company, [c. 1935]. 228 pages. 8 vo. Cloth, $3.25. 
Under this title the Rheumatic Diseases are considered 

as A., Non-Articular Rheumatic Affections, as fibrositis, 

neuritis, “lumbago,” “sciatica,” etc., and B., Chronic Ar- 

thritis, (1) The Rheumatoid Type (Atrophic) and (2) 

The Osteo-Arthritic Type (Hypertrophic). Rheumatic 

Fever, Chorea, and Acute Gout are additional to this 

classification. In acute rheumatic fever, the bacteriological 

condition within the throat during the pyrexial periods 
may be more important than the size, frequency of inflam- 
mation, or even the existence of the tonsils themselves. 

The author states that some observers believe that they 
can recognize “a pre-rheumatic state,” the symptoms of 
which he gives account. This corresponds somewhat with 
the “pretuberculous state.” Erythema nodosum seems 
likely to arise as “an allergic manifestation of sensitization 
to either the tuberculous or rheumatic toxins.” 

In the treatment of acute rheumatic fever a long rest is 
advised; ordinarily about eight months before the patient 
attempts a normal life. The treatment recommended for 
chorea follows the usual lines: the author does not think 
well of nirvanol and does not mention the intravenous 
use of typhoid vaccine which seems sometimes to work 
remarkably well. 

In the treatment of chronic arthritis the various methods 
are discussed in detail in a very sensible and conservative 
manner. The author’s style is pleasant and he has given 
us one of the best monographs on the subject. There is 
no sense in objecting to the term “Rheumatism,” when it is 
immediately and satisfactorily defined. 

W. E. McCotiom. 


On Physiotherapy 


ELECTROTHERAPY AND LIGHT THERAPY. By Richard 
Kovacs, M.D. Second edition. Philadelphia, Lea & Febiger, 
[c. 1935]. 696 pages, illustrated. 8vo. loth, $7.50. 

A worthy successor to its first edition, this book brings 
to us the very latest information on its subject. There 
are interesting chapters devoted to all the various modali- 
ties, with their indications and uses, including an unusually 
complete chapter on short wave apparatus and technique. 
The book is profusely and clearly illustrated. It is well 
written and neatly printed and unquestionably forms an 
outstanding contribution to the available literature on 
physical therapy. 

Jerome WEIss. 


An Important Contribution to Chemistry 


A_TEXTBOOK OF BIOCHEMISTRY. Bv Benjamin Harrow, 
Ph.D. and Carl P. Sherwin, M.D. Philadelphia, W. B. Saunders 
Company, [c. 1935]. 797 pages, illustrated. 8vo. Cloth, $6.00. 
This book is of composite authorship; its thirty chapters 

having been contributed by thirty authors (including its 

two editors) three of whom have written two chapters each 
while four chapters are of twin authorship. As stated in 
its preface, its text, “which has been planned for teachers 
and students of medicine, chemistry and allied branches, 
is sufficiently inclusive to fill the needs of a diversified 
group.” Its carefully prepared subject—and_ biographic 
indices, together with its chapter—and references, enable 
students and research workers readily to find and amass 
required chemical data and to pick up lines of chemical 
evidence bearing upon problems in hand; thus avoiding 
many a pitfall or blind stumble into byways. 

Beginning with a chapter on the living cell the book 
deals, broadly speaking, with the chemical constituents of 
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the body tissues and fluids, the chemical processes in- 
volved in the make-up and the normal reactions and inter- 
actions of tissue-cells and organs and in tissue-reactions 
to invading toxic substances and bacteria; though this 
simple statement gives no adequate conception of its con- 
tents; for the book is replete with detail and discussion of 
the chemical aspect of physiological processes generally 
including much recent work. 

In view of the recent enormous growth of biochemistry 
the need for such a book has been so keenly felt during 
the past decade that the authors of this handy volume de- 
serve commendation for their perspicacity in the selection 
and care in the arrangement of its included material. 

C. CARDWELL. 


The Harvey Lectures 
THE HARVEY LECTURES. Delivered under the Auspices of the 
Harvey Society of New York, 1933-34. Under the patronage of the 
New York Academy of Medicine. By Dr. R. E. Dyer and others. 
Series 29. Baltimore, Williams and a Company, [c. 1935}. 
262 pages, illustrated. 8vo. Cloth, $4.0 
The last collection of these ener designed for “the 
diffusion of scientific knowledge,” includes a consideration 
of some of the rickettsia diseases by Dyer, oxidation-re- 
duction systems by Clark, the estrogenic substances by 
Doisy, the gall bladder and pancreas by Graham, filterable 
viruses by Rivers, the nerve impulses in yasomotor control 
by Bronk, grafting in embryology by Harrison, and path- 
ology in the embryo by Streeter. There is a fine tribute 
to the late president of the society,.Alfred Fabian Hess. 
TASKER Howarp. 


For the Psychoanalyst 


New 
1934.) 


Reiner. 
1932 to 


AND PSYCHOANALYSIS. By Markus 


SCIENCE ‘ 
from Psychoanalytic Quarterly, 


York. (Reprinted 

Psychoanalysis has made a definite imprint in_ psychiatry 
wherever scientific effort is honestly directed in treating 
mentally sick people. In America, it has gained a strong 
following. The Psychoanalytic Quarterly is edited and 
supported by a group of American psychoanalysts who 
have done pioneer work in this science. They have created 
quite a sphere of influence in the psychoanalytic world. In 
the reprint Psychoanalysis and Science, the author has 
correlated the two in a rather highly technical manner. A 
thorough knowledge of psychoanalysis is a necessary requi- 
site in understanding the full contributions of the papers. 

IRVING J. SANDS. 


Psychosomatic Reactions 


EMOTIONS AND BODILY CHANGES. By H. 
M.D. New York, Columbia University Press, 
page s. 8vo. Cloth, $5.00. 


Flanders Dunbar, 
[c. 1935]. 595 


The author states in her introduction that the scientific 
study of emotion and of the body changes that accom- 
pany diverse emotional experience marks a new era in 
medicine, that many physical processes which are of pro- 
found significance tor health, not only for the individual 
but also of the group, can be controlled by way of the 
emotions; that in this knowledge we have the key to many 
problems in the prevention and treatment of illness, yet 
we have scarcely begun to use what we know. We lack 
perspective concerning our knowledge in this field and are 
confused in our concepts of the interrelationships of 
psychic, including emotion, and somatic processes in health 
and disease. The problem of psychosomatic interrelation- 
ships is continually a stumbling-block to the specialist in 
any phase of scientific research or personality study. 
Progress in the specialties is being blocked by lack of 
knowledge of the relationship between them; some of the 
most vital of our problems lie between the’ sciences and 
cannot even be perceived without going beyond the con- 
fines of a specialty. The present monograph is an at- 
tempt to bring together in some sort of perspective the 
research material which has combined to develop those 
concepts in medicine which are the necessary foundation 
for further research in the sphere of psychosomatic 
problems; in other words, it is designed as a bibliography 
of the work that has been done to date in the problem 
of psychosomatic relationships. The author feels that its 
value lies not so much in its thorough presentation of the 
contributions made by every specialty to the problem, but 
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rather as a general indication of the type of material we 
have, where it is to be found, and where it is especially 
lacking. Through all the phases of biological research, 
there is evidence of the transition from the premise that 
the whole could be understood by a study of the parts, 
to a new emphasis on the whole. Instead of the concept 
of aggregates of cells arranged with increasing intricacy 
into organs and organ systems as we progress up the 
scale of evolution to the human being, we have the in- 
sistence that the whole is more than the sum of all its 
parts. In other words, it was the plant that made its 
cells and not the cells that made the plant that the cell 
cannot be regarded as an isolated and independent unit. 
The only real unit is the organism. She quotes Coghill 
who says: “The individual reacts on its environment 
before it reacts to its environment ; man is a mecha- 
nism, but he is a mechanism which, within his limitations 
of life, sensitivity and growth, is creating and operating 
himself.” The normal body is more than an aggregate 
of organs; the psyche is not a thing superimposed on the 
body in later stages of evolution; soma and psyche are 
simply different aspects of the same biological unity in the 
individual. Both aspects have been present from the 
beginning. She quotes Lashley as considering that the 
neurologice! explanation of psychological facts based on 
cerebral localization and reflex pathways, as inadequate ; 
that the reflex theory which is based on the assumption 
that individual neurons are specialized for especial func- 
tions, is false. F. G. Crockshank, commenting on the fre- 
quent tendency of physicians to ignore the psychic ele- 
ment in disease, says: “It always seems to me odd in the 
extreme, who when students, suffered from frequency of 
micturition before an examination . . . should persistently 
refuse to seek a psychological correlative when confronted 
with a case of functional enuresis. I often wonder that 
some hard-boiled and orthodox clinician does not describe 
emotional weeping as a new disease, calling it ‘paroxysmal 
lachrymation’ and _ suggest treatment by belladonna, 
astringent local applications, avoidance of sexual excess, 
tea, tobacco and alcohol, a salt-free diet with restriction of 
fluid intake; proceeding, in the event of failure, to early 
removal of the tear- glands.” 

This book of over 400 pages exclusive of a bibliography 
covering 125 pages, represents a tremendous amount of 
work as the author has read and abstracted practically the 
entire literature of recent times dealing with psychoso- 
matic interrelationships in every field of medicine. In her 
conclusions, she especially stresses the organismal theory 
as fundamental to an understanding of disease processes 
and the recognition that every human disorder has both 
physical and psychic elements; and, as a corollary, that 
every case should be treated with both components in 
mind. This splendid work, if only for its bibliography, 
should be on the shelves of every physician interested in 
this rapidly widening field of medicine. 

F. C. EastMAN. 





Referring the Patient 
(Concluded from page 326) 


Dr. Fixit is right. I'll wager that Payne will not 


stalk into Dr. Gattem’s reception room as if he 
were entering a brothel. He will go in with re- 
spect and assurance that whatever is told him is 
true, and whatever plans are necessary for further 
diagnosis or treatment are to be carried out to his 
own best interests. He will have the feeling that 
if Dr. Jones and Dr. Gattem, combining their skill 
and experience, declare that he can be cured, 
will be so; and that if they are obliged to give a 
bad prognosis, then there is no need to seek out 
other physicians or experiment with other cures. 
The psychologic amenities of medical practice must 
be cultivated and observed always, but in no phase 
and in no field more so than in the referring of 
patients. 
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